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In this country medical men display some diffidence in 
publishing works on venereal diseases, and the tone of most 
books on the subject in English is almost apologetic. I could 
never quite understand the reason of this, as I have always 
considered it the duty of the surgeon to regard venereal 
maladies from the scientific and medical point of view, and 
from that of a medical man endeavouring to treat diseases the 
ultimate results of which may influence in such a marked 
manner the future health of the individual. For these reasons 
I have thought it well in my writings to exclude the moral and 
religious side of the question, which scarcely comes within the 
province of the profession of medicine. Again, surgeons often 
appear to think venereal lesions on the genitals in hospital 
cases altogether beneath their notice, quite forgetting the 
importance to the patient of a correct diagnosis, and also the 
difficulties they are preparing for themselves when brought 
face to face with the same diseases in private practice. For 
my own part, I have always been of opinion that the most 
insignificant venereal lesion is instructive and worthy of study. 

In the following pages I have endeavoured to set down in 
as concise and practical a manner as possible the results of my 
observations on venereal diseases both in private practice and 
at the French Hospital in London. I trust this small work 
will help to elucidate certain points which, though often un- 
noticed, are, however, of great value in the consideration of 
diseases affecting not only the patient perhaps for his or her 
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whole life, but also very probably, if not checked by proper 
treatment, pursuing their disastrous course in his or her 
descendants. I hope, too, that the perusal of my remarks will 
tend to throw a little light on some questions, the solving of 
which has always appeared slightly nebulous. 

My ‘ Notes on Venereal Diseases,’ published in 1889, form 
the nucleus of the present work, but I have added considerably 
to the text, and have made many additions, notably the last two 
chapters, one on the Prophylaxis of Syphilis, the other on the 
Contagious Diseases Acts. 

H. DE MERIC. 
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CHAPTER L 
GENERAL CONSIDERATION OF VENEREAL CHANCRES 


In the consideration and study of venereal chancres the 
surgeon evidently must divide them into two groups: (1) 
Those which are commonly called ‘ soft’ sores, and (2) those 
which are generally denominated ‘ hard’ sores. 

This division, which used to be spoken of as the ‘ duality’ 
theory, can now be regarded as an established fact, which may 
be proved by the experiments that have been brought forward 
from Bassereau to Ricord downwards, and that I myself have 
often verified (vide cases originally published in Medical Times 
and Gazette). 

Great confusion, however, must be caused by the employ- 
ment of the phrase ‘duality of syphilis.’ There cannot be a 
duality of syphilis, syphilis being a constitutional disease by 
itself; but there is a duality of venereal chancres, which are 
divided, as before stated, into: (1) ‘Soft,’ or simple local 
sores ; and (2) ‘ hard,’ or syphilitic chancre. 

That these terms ‘soft’ and ‘hard’ are very misleading 
both to the student and practitioner, I will endeavour to prove 
further on. The great and important fact we must always 
bear in mind with regard to venereal sores is, that the so-called 
‘soft’ sores constitute simply a local disease, not affecting the 
general system, and that they are nearly always very difficult 


to heal; whilst the so-called ‘ hard’ chancre is merely a local 
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manifestation of a general disease—syphilis, the chancre itself 
being, with very few exceptions, a very trivial affair, healing 
readily without treatment. | 

The surgeon, therefore, with the ‘soft’ sore has to employ 
all his energies in treating the local disease (very often a most 
tedious and painful process); whilst with the ‘ hard’ chancre 
he can almost afford to ignore (for himself, not, of course, for 
the patient) the sore itself, in order to bring all his skill and 
care to combat the constitutional disease—syphilis. 

Taking these dicta as standpoints, it is evident that, could 
the surgeon be certain, on examining a venereal sore, which 
variety he had to deal with, he could treat the case with satis- 
faction to himself and benefit to the patient; but it is in the 
diagnosis of chancres,-the distinguishing between the sore 
which does not and the sore which does affect the system, that 
all the difficulty lies, mistakes giving rise to much suffering on 
the part of the patient, and much discredit, not only to the 
individual practitioner, but to the medical profession generally. 
In proof of this we have only to glance at the dread which the 
public seem to have of mercury—the very name of the drug 
seems to inspire some people with a profound horror—and we 
can well understand this feeling when we consider the tales 
and reports which have been handed down from generation to 
generation of the baneful effects of mercury as administered 
years ago, not probably when given in cases of syphilis, though 
even then the doses were too large and the effects not watched, 
but when poured into the system of a patient with nothing in 
that system for the drug to fight—that is to say, in a case of 
‘ soft ’ sores. 

It would seem from this to be (indeed, I will venture to say 
that it is) less dangerous to mistake a syphilitic for a so-called 
‘soft’ chancre than the reverse, for in the former case the 
error would probably not be discovered, and mercury not 
administered, till the appearance of the secondary symptoms, 
the delay not being absolutely hurtful. In the latter case 
mercury would be given at once, and the practitioner, whilst 
injuring his patient’s constitution, would in all probability fall 
into the error of ascribing the non-appearance of secondary 
symptoms to the treatment. 
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The diagnosis, then, of the two kinds of venereal cores being 
of the greatest importance, the first thing which strikes the 
student is the different name given to each, ‘soft sores’ 
(chancres mous) and ‘hard sore’ (chancre induré), and he naturally 
thinks this to be the starting-point of the diagnosis, putting 
down all chancres which do not feel hard as ‘simple,’ or ‘ not 
affecting the system,’ and all those which feel hard between 
his fingers as ‘syphilitic.’ This idea, I am sure, has often 
given rise to grave errors of diagnosis, for a great many—in 
fact, most—of the so-called ‘soft’ sores feel hard, whilst 
certainly three-fourths of the ‘hard’ sores have no appreciable 
induration except to the most educated fingers. The difference 
between them is not the ExTeNnT of hardness, but the KIND of 
hardness. 

The term ‘chancroid’ is employed by some authors to 
designate the ‘ soft’ sore, and of course by medical men it is 
understood and accepted ; but we must remember that medical 
books, and especially those on venereal diseases, are very often 
perused by the general public, to whom, whether read or 
heard, the word ‘chancroid’ would invariably imply syphilis, 
or what is vulgarly spoken of as ‘the pox.’ Let us suppose a 
surgeon had diagnosed soft sores and told his patient they 
were chancroids, we can imagine the alarm of the patient ; and 
afterwards kind friends, to whom mention had been made of 
chancroids, would be sure to insist on his dosing himself with 
some mercurial preparation culled from the prescription of 
another medical man; for, unfortunately, venereal diseases 
above all other maladies are the ones most calculated to make 
the sufferer either follow the advice of lay friends or fly toa 
quack. ‘Chancroid,’ again, would seem to be a diminutive of 
‘chancre,’ and ‘chancre’ to the lay mind necessarily means 
‘the pox.’ Again, a diminutive would carry the impression of 
something smaller, and therefore would be still more mis- 
leading, as an individual simple sore is much larger than a 
syphilitic chancre. I think, therefore, the term ‘ simple sores’ 
is the best, as it conveys clearly the definition of what they are 
both to the professional and to the lay mind. 

If we call to mind for a moment the pathology of ulceration 
—dilatation of vessels, exudation of liquor sanguinis and leuco- 
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cytes, and the subsequent formation of granulation tissue—it 
must be evident that in all ulceration, and most especially that 
on mucous membrane, there must be a certain amount of 
hardening, and how much more at the time when the ulceration 
goes on to cicatrization. Now, in a so-called ‘soft’ sore, 
which is simply a local lesion, and on which the whole strength 
of the poison is exerted, the irritation produced causes the 
granulations (especially in the centre of the sore) to disinte- 
grate and break down into pus cells more rapidly than is 
seen in other ulcerations. The centre of the sore is therefore 
soft, but the margins, where Nature is endeavouring to set 
up cicatrization, still have a feeling of hardness, which 
may mislead the unwary, though the mere fact of a chancre 
having raised edges, together with an unhealthy punched- 
out centre, would give the surgeon a hope that it was not 
syphilitic. 

This brings us to the consideration of the hardness of the 
so-called ‘hard’ sore. After all, what is a syphilitic sore? It 
is merely the local manifestation of a general disease; it is 
merely the portal through which the disease syphilis enters the 
system. One can almost fancy that when once the disease 
had got its hold upon the human frame it made haste to close 
up the door through which it gained access by removing all 
irritation from it, so easily healed, as a general rule, are 
syphilitic chancres. And whence comes the ‘hardness’ of a 
syphilitic sore? To my mind, merely from its rapid and 
general cicatrization, the granulation cells all over the ulcer 
being freely converted into connective-tissue corpuscles, which 
do not disintegrate and break down into pus cells, with the 
exception of a very thin layer covering the whole extent of the 
raised surface of the sore, and thus forming the thin pus which 
is sometimes seen on these chancres. This GENERAL cicatri- 
zation, I think, explains the hardness of syphilitic chancres, 
the degree of hardness being in proportion to the amount of 
cicatrization necessary to heal the sore. This explains the 
complete absence of hardness in some innocent-looking syphi- 
litic chancres, which may be two or three in number, and 
have all the appearance of spots of herpes. In these the 
amount of cicatrization necessary to heal each individual sore 
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is so very small that the feeling of hardness caused by the 
process of cicatrization is absent. 

A great point is the even way in which the cicatrization is 
carried on all over the chancre, giving the whole sore the 
appearance of being raised, the edges being higher than the 
surrounding mucous membrane, but not than the chancre 
itself. I believe that were a so-called ‘soft’ chancre to cicatrize 
in the same way as a syphilitic sore, we should get the same 
feeling of hardness in the one as the other, but the poison of 
the ‘soft’ chancre, having, one may almost say, nothing else 
to do, continues to irritate the sore, setting up disintegration 
and softening and giving a quasi-fictitious feeling of softness. 

For these reasons I am of opinion that the names ‘soft’ and 
‘hard,’ as applied to chancres, are misleading and unscientific, 
and might with advantage be replaced by ‘simple’ or local 
chancres and ‘ syphilitic’ chancre. 

Putting the former in the plural, and the latter in the 
singular, brings us to another point to be borne in mind in 
the diagnosis of venereal sores: ‘Simple’ or ‘local’ chancres are 
always multiple, whilst ‘syphilitic’ chancres are very often, but 
not invariably, single. 

This is very easy to explain if we remember that the pus of 
a simple sore, if inoculated on the same person, will produce a 
similar sore, whilst that of the syphilitic chancre, if inoculated 
on the same person, produces no effect whatever. We can 
well imagine the discharge from a simple sore (which, as before 
pointed out, by the intensity of the inflammation is very 
copious) spreading widely on the mucous membrane under 
the foreskin, and wherever the slightest solution of continuity 
existed producing another sore. Probably, but not necessarily, 
several of these sores are inoculated at the time of contagion, 
especially as in all likelihood they would be multiple in the 
person from whom the disease was contracted, and it is evident 
that, if not treated vigorously, they must necessarily multiply 
by the mechanical effect of their own pus, which bathes the 
neighbouring part of the mucous membrane, and produces 
another sore wherever it finds a solution of continuity, and that 
is why they are always multiple, though most likely when first 
seen they may be in different stages of development. For the 
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same reason, if only one of these sores were inoculated de novo, 
it would speedily, unless absolutely isolated, produce other 
similar sores around it (this could only be absolutely proved 
by inoculating one person directly from another, which for 
obvious reasons could not be done, as during connection it is 
probable that in most cases more than one of these sores must 
be inoculated). 

How different with the syphilitic chancre: it never multi- 
plies. If it begins as a single sore, it remains as a single sore ; 
the thin, glairy discharge or pus in exceptional cases may 
spread far from the original sore, but it produces no similar 
sore. If syphilitic sores are multiple, it is that the disease has 
entered the system at the time of contagion by several portals. 
But whatever the number of these portals—and they hardly 
ever exceed two or three—their number can never increase; 
therefore two or more syphilitic chancres are never seen on the 
same person im different stages of development. 

This carries us on a step further, to the difference in the 
time of incubation of the simple or local chancres and the true 
syphilitic sore. In the former, there is really no cubation at 
all—I would rather speak of it as development—for the chancres, 
owing to the intensity of the inflammation set up at the point 
or points where they are inoculated during connection, take 
but a day or two to develop, and for the local irritation to 
produce the sore. In the latter, on the contrary, it seems 
almost as if the poison of syphilis were occupied in getting a 
firm grip on the system of the patient before showing itself at 
the portal of entry—z.e., the syphilitic chancre—and this is 
probably the reason why the excision or destruction by caustics 
of a veal syphilitic chancre has always failed to rid the patient of 
the disease syphilis, as proved by the subsequent appearance 
of the secondary symptoms. A case which certainly proves 
this to the hilt I heard quoted at the West London Medical 
Society a few months ago. A man’s penis was amputated 
for epithelioma; some weeks after the operation the patient 
developed unmistakable secondary syphilitic symptoms. 
Whether this was a case of that very rare disease phagedznic 
syphilitic chancre mistaken for epithelioma, or whether one of 
the small, innocent, herpetical-looking chancres coexisted with 
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the epithelioma, I did not gather; but it is interesting to note 
that the penis, with the primary lesion of syphilis, was ampu- 
tated, but the disease itself was not in the least affected by this 
removal, as proved by the secondary symptoms coming out in 
due course. Could the microscopic entry of the disease be 
discovered, and cauterized or excised at once after connection, 
there might indeed be some hope of the poison being prevented 
from entering the system ; but once the chancre itself appears, 
I am certain that heroic procedures are useless. Asa parallel, 
we cauterize or excise the bite of a rabid animal at once; but 
were the entry of hydrophobia into the economy to be left for 
three, four, five, or six weeks, cauterization or excision would 
give the patient but a poor chance of escaping the disease. 

The incubation of the syphilitic chancre, then, or, rather, 
the period during which the disease syphilis remains latent, 
varies considerably ; as far as I have remarked myself, it is 
never Jess than ten days, and may extend to six weeks or more. 
It stands to reason, however, that the length of incubation is a 
very uncertain test to go by in patients who have had various 
connections at different lapses of time from the appearance of 
the venereal lesion. Of this it is not always easy to get an 
acknowledgment; besides, the patient almost invariably ascribes 
his disease to the last connection. I have often been surprised 
in cases of chancres which, from all other indications, I have 
put down as syphilitic, to hear the patient assure me that he 
had remarked the sore a day or two after connection; but I 
have never failed to elicit, though sometimes only after much 
trouble, that another connection had taken place some weeks 
previously. So, bearing in mind the occasional great length of 
incubation of a syphilitic sore, the surgeon must be careful not 
to be led into error by a statement of the patient which refers 
to his last connection. For instance, a married man might 
imagine his wife had given him the sore which he had 
acquired from an illicit intercourse six weeks or two months 
previously. 

What other means of diagnosis does the surgeon possess 
independently of the consideration of the sores themselves? 
Naturally, the one which altogether removes all doubt is the 
appearance of secondary symptoms; this, however, demands 
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a certain lapse of time, but there is one symptom accompany- 
ing the chancres which is of paramount importance ; this is to 
be found in the patients’ groins, and its differential significance 
may be broadly summed up as follows: : 

In simple sores either nothing at all in the groin or intense 
inflammation of the lymphatic glands, speedily going on to 
suppuration and abscess. 

In syphilitic chancre the glands in one or both groins are 
always indolently enlarged and hardened, acute inflammation 
and suppuration in them being quite the exception. 

It seems quite surprising in one case, in which the glans 
penis is covered with simple sores in a state of intense in- 
flammation and suppuration, causing the patient great pain, to 
find absolutely nothing in the groin, the lymphatic glands not 
even being enlarged, whilst in another perfectly similar case, as 
regards the simple sores, the glands are intensely inflamed and 
painful, evidently going on to form an abscess which no skill 
on the part of the surgeon can avert. 

And now to turn from these two phases seen with simple 
sores to the one which invariably accompanies the true 
syphilitic chancre. With this the lymphatic glands in the 
groin are always indolently enlarged ; they feel like marbles to 
the surgeon’s finger, and are very rarely painful. The suppura- 
tion which occurs in exceptional cases is quite superficial, and 
not at all intense; in fact, any inflammation taking place in 
these glands indolently enlarged by the syphilitic sore seems 
to me dependent on some external cause, such as fatigue from 
exercise, etc., and not on the sore itself, as I have seen some 
of these cases in which suppuration has appeared imminent, 
but has been averted by rest and proper local applications. 
This would never happen in a case of simple sores, in which 
any inflammation in the inguinal glands is certain to run on to 
suppuration and abscess. ' 

Does not Nature by the signs in the groin point out to us 
with great accuracy the difference between the purely local 
simple chancres and the constitutional syphilitic sore? In the 
one, the local inflammation of the lesions themselves may, or 
may not, extend to the glands of the groin; if it does, it is 
arrested there, and sets up the same amount of irritation as is 
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present in the sores themselves. This being always intense, the 
result necessarily is suppuration and abscess. In the other, 
the poison of syphilis must pass through the lymphatics, and 
leaves in the glands of the groin a certain amount of conges- 
tion, the irritation being sufficient to cause hardening, but not 
inflammation or suppuration. 

I may here mention, in connection with the primary 
syphilitic lesion, another point which, although I have often 
remarked it, is perhaps of secondary diagnostic value, as it 
appertains to the patient’s own sensations, and, occurring in 
a greater or less degree, is not always easily elicited by the 
surgeon—I allude to a general feeling of malaise, amounting 
sometimes to intense nervous prostration, which is experienced 
a few days before the appearance of the sore. This must not 
be confounded with ‘ syphilitic fever,’ which shows itself just 
before, or during, the appearance of the secondary eruption. 
This malaise cannot be described as fever, for it seems to 
come on suddenly and to go off in a few hours; but it has so 
often been mentioned to me by patients that I cannot help 
thinking its appearance seems to indicate the time when the 
poison of syphilis has got a firm hold of the system, which it 
has been gradually invading during the period of incubation of 
the chancre. 

Before leaving the question of diagnosis, it may be as well 
to say a few words with regard to the seat of the two kinds of 
venereal chancres; it is evident that both simple and syphilitic 
sores must be most commonly met with on the external organs 
of generation. In the male venereal chancres are certainly 
most frequently seen in the sulcus behind the glans penis, 
about the franum, on the mucous membrane of the foreskin, 
on the foreskin, and on the glans penis itself. Simple sores 
may be distributed all over these parts, and are generally 
close together; on the other hand, when there is more than 
one syphilitic chancre, they will be found generally some 
distance apart, this being explained by the fact that they 
are merely portals of entry of the disease syphilis, each 
inoculated separately at the time of infection, and not being 
formed by the inoculation of the matter from an existing sore, 
as is the case with simple sores. There is one seat where the 
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chancre is always syphilitic, and that is just within the male 
urethra, in the fossa navicularis. This seems to me easy of 
explanation, for urethral chancre must be directly communi- 
cated from secondary mucous patches (plagues muqueuses) 
existing on the cervix of the female in close proximity to 
the os, in which situation simple sores have rarely, if ever, 
been found. Simple sores, however, may be met with all 
round the orifice of the male urethra, probably by inoculation 
from other sores on the same penis, especially in men with 
very long foreskins, in-whom the discharges from under the 
prepuce would be more readily carried into the vicinity of 
the meatus urinarius; in other patients this might occur 
through want of cleanliness. From this position the simple 
sores may extend all round the opening, eat away its edges, 
and form a large sloughing ulcer, most difficult to treat, owing 
to the constant passage of urine over it. How different to the 
small urethral syphilitic chancre, which often cannot be seen 
without separating the lips of the meatus, and which nearly 
always heals most readily, in spite of its unfavourable position. 
Simple sores may occur about the anus, especially in women, 
in whom the discharge from existing sores on the genitals 
easily finds its way across the perineum. It is evident that 
a syphilitic chancre of the anus must be the result of bestiality, 
as it could not be produced by the discharge of another sore 
on the same person. 

Simple sores are very rare on the skin of the penis. It is 
difficult to explain this, as during connection the skin of the 
penis near its root would really be the part most exposed to 
infection, for the simple sores would in all probability be on 
the labia of the woman; but I believe the virus of the simple 
sore requires a larger solution of continuity to ingraft itself 
than that of the syphilitic chancre, and is more easily swept 
away by external influences, such as cleanliness. This would 
tend to explain the infrequency of simple sores on the skin of 
the penis, which would naturally offer greater resistance than 
delicate mucous membrane, especially as the virus would 
probably be retained under a long foreskin for some time 
after connection. 


Starting from this belief, it is plain why syphilitic chancres 
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are occasionally seen on the skin of the penis, where the 
slightest microscopical solution of continuity would suffice 
for the entry of the virus, which, once in (were it possible 
to discover its entry), could, perhaps, not be dislodged even 
by prompt local measures. 

Necessarily, simple sores very rarely, if ever, occur on other 
parts of the body, for it would require great uncleanliness for 
them to do so, as they are the result of direct inoculation. 
On the other hand, the syphilitic chancre is not uncommonly 
seen both in men and women on the lips or face, etc., through 
the contagion from secondary mucous patches in another 
person. 

The rarity of the presence of simple sores on other parts of 
the body, except on the mucous membrane of the genitals, 
seems to me an additional proof of the greater solution of 
continuity, and of the larger and closer want of contact 
required by the virus of these sores compared to that necessary 
for the inoculation of the syphilitic lesion. J am sure it must 
have been a source of wonder to others, as well as to myself, 
that hospital patients do not often reproduce on their lips and 
in their nose, through the medium of their fingers, the simple 
sores existing on their penis. On the other hand, what a 
slight contact will communicate syphilis from one person to 
another—kissing, drinking out of the same vessel, etc. This 
difference is still more clearly demonstrated by the germ 
theory, if we regard simple sores as merely the result of 
putrefactive inflammation, and syphilis to be caused by the 
absorption into the system through the syphilitic chancre 
of a definite bacillus (the evidence of the presence of this 
bacillus was supposed to have been obtained by Lustgarten 
in 1885). 

Whether the disease syphilis is caused by a definite bacillus, 
or is the outcome (like cancer) of a peculiar kind of growing 
cell (this being the theory of some observers during the last 
few years), has not been definitely cleared up, in spite of the 
enormous strides lately made in bacteriology ; but it seems to 
me that a very retrograde step is being taken by some authors 
in ascribing the disease to a discharge from the mucous mem- 
brane (urethra in man, vagina, etc., in women), without the 
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slightest sign of any lesion whatever; and such terms as 
‘syphilitic gonorrhoea,’ ‘syphilitic leucorrhcea,’ are not only 
misleading, but most unscientific, the labours of such men as 
John Hunter, Bassereau, Ricord, Fournier, Berkeley Hill, 
Alfred Cooper, etc., being absolutely ignored, and we are 
thus taken back to the old dark days when all venereal 
diseases were regarded as one and the same. There is too 
much tendency to put down any obscure symptoms to syphilis. 
The patient is questioned, and acknowledges to a gonorrhea 
many years ago, or, if a woman, to having had ‘whites.’ On 
this iodide of potassium is tried, with perhaps a little per- 
chloride of mercury. This does good, so the case is at once 
put down as ‘syphilitic,’ without an atom more evidence than 
that the man has had gonorrhcea years ago, or that the woman 
had suffered from leucorrhcea. 

In women simple sores are most commonly seen on the 
mucous membrane inside the labia, at the fourchette, and 
(by subsequent inoculation of the existing sores) on the 
perineum and about the anus; they are very rare about 
the walls of the vagina or on the cervix or os uteri. This 
may be explained by the theory that in the former case the 
natural discharges of the vagina, aided by the force of gravity, 
wash the virus downwards towards the external parts before it 
has time to ingraft itself; and in the latter by the improbability 
of their inoculation on the cervix or os by contact during con- 
nection, as simple sores are not often met with in men at the 
extreme end of the penis round the urethra, and in cases where 
they are present in the male in these situations the inflamma- 
tion and pain would preclude the possibility of connection 
taking place. 

It is comparatively seldom that the surgeon has an oppor- 
tunity of seeing a syphilitic chancre on the organs of genera- 
tion of a woman. The chancre itself is generally such a trivial 
affair that it altogether escapes the notice of the patient, and 
she only seeks advice on the appearance of the secondary 
symptoms. In these cases, I believe, there have been two 
or three insignificant chancres, often so small that it is with 
the utmost difficulty the surgeon can find any traces of their 
cicatrization. These I have frequently met with in women who 
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had not the slightest idea of the presence of any venereal 
lesion. On the other hand, the syphilitic chancre, which the 
woman finds out for herself, is generally typical, being single, 
large, raised above the surrounding mucous membrane and 
skin; it has probably become irritated and painful owing to 
some external mechanical cause, such as repeated connections. 
I have sometimes seen such a chancre on the skin just outside 
the labium majus, between it and the thigh. 

A syphilitic chancre on the cervix must necessarily be very 
rare, and its discovery on a patient—-at least in England, where — 
the examination of prostitutes is not compulsory—the result of 
chance, as its presence in ninety-nine cases out of a hundred 
would not be suspected till the advent of the secondary 
symptoms. Syphilitic chancre is met with occasionally in wet 
nurses on the nipple, the disease being communicated by the 
suckling child. 

Going back to the very first manifestation of venereal sores, 
it will be found there is a marked difference in the initial lesion. 
The simple local sore becomes almost at once a pustule; the 
syphilitic chancre shows itself as a papule. 

It is evident that more opportunities comparatively must 
arise to study the beginning of a simple sore than the first 
manifestation of a syphilitic chancre. In the first place, most 
men, after a suspicious connection, are on the look-out during 
the first few days for any signs of having contracted a disease, 
and constantly examine their genitals; in the second place, a 
pustule is more visible and looks more serious than a papule, 
or even a conglomeration of papules, and certainly causes 
more uneasiness, and even pain, to the patient; in the third 
place, the appearance of the syphilitic chancre often comes as 
a complete surprise to the patient, who, after two or three 
weeks, imagines himself safe, and, not having looked for it, 
has not remarked the innocent-looking papule. The pustule 
of the simple sore is single for each sore, though the sores may 
run into one another afterwards, by extension of the ulceration, 
but a syphilitic chancre is often formed by a conglomeration 
of small papules. 

Before leaving the question of diagnosis, it may be well to 
mention a point which is more of a pathological than diagnostic 
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value, as, for obvious reasons, it can rarely be brought into 
action. It has been shown that the pus taken from a sup- 
purating bubo caused by simple sores, and inoculated on the 
same person, will produce another ulceration similar to the 
original sores, whilst if the same thing be done in one of those 
exceptional cases in which there is suppuration in the groin 
from a syphilitic chancre, the result is negative. It will at once 
strike the observer that the effect in both cases is similar to 
what would be produced by direct inoculation from the sores 
themselves. This is not easy to explain with regard to the case 
of simple sores, except on the supposition that the wound in 
the groin caused by the opening of the abscess has itself 
become directly inoculated from the sores through the medium 
of the surgeon’s or patient’s fingers, or by the dressings. 
Would this result be the same were the pus inoculated the 
instant the abscess was opened? On the other hand, syphilis 
being a constitutional disease, the pus from the abscess would 
naturally produce no result if inoculated on the same person. 

The preceding remarks make the prognosis of venereal sores 
very obvious. With regard to simple sores it is evident that 
once the local lesions have disappeared and the possible sup- 
purating bubo has healed, the patient is well, there are no 
after-effects to be feared, and other similar sores can only be 
the result of another infection. The sores themselves may be 
very difficult and tedious to treat, they may become phage- 
deenic, and give rise to considerable loss of tissue locally, the 
abscess in the groin may obstinately refuse to close and may 
form sinuses, which occasionally seem to defy all treatment ; 
but the patient has nothing to fear constitutionally, though he 
may be greatly depressed by worry, and his system much 
pulled down by the drain of long-continued suppuration. It 
need scarcely be pointed out what a relief it must be for the 
patient when the surgeon can tell him this, how it will ease 
his mental anxiety, and enable him to bear more cheerfully 
the pain of the disease and of the necessary treatment ; all the 
more so as the large majority of people the instant they get 
sores on the genitals at once imagine what they see to be 
syphilis, or what is commonly known to the public as ‘the 
pox.’ 
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What a difference in the prognosis of syphilis itself as pre- 
sented by the syphilitic chancre! Then it becomes the surgeon’s 
painful duty to assert that a constitutional disease has been 
contracted which will require an internal treatment of some 
years for a hope of its eradication from the system. I purposely 
use the word duty, for I certainly think it is the duty of the 
surgeon not only to assert these facts to the patient, but to 
endeavour to impress them on him thoroughly; to impress 
also on a man that he has no right to marry for at least two 
years, and even then it must be on condition that the treatment 
has been carried out continuously and completely during the 
whole period; to impress on him that this continuous course 
of treatment is his only chance of ever having healthy children, 
and of not contaminating with the disease the woman he 
marries; to impress upon him that the treatment must be 
continuous, that it must be persevered with when all visible 
manifestations of syphilis have disappeared, that he must not 
be lulled into false security by the absence of symptoms. As 
I have before remarked, the syphilitic chancre in itself is 
usually a most trivial matter, and the glands in the groin 
rarely give rise to much pain. Certainly nine out of ten 
patients cease all treatment when the chancre is healed; they 
may or may not resume it with the secondary eruption, and 
will probably drop it again on the disappearance of the rash, 
unless the throat be severely affected, when they will continue 
under the doctor’s hands a little longer. This intermission 
and cessation of treatment is exactly what it is our duty to 
endeavour at least to avert. 

Can treatment eradicate the disease? I believe it can if 
properly carried out and continued long enough; and I base 
this assertion on the fact of having seen one or two cases in 
which, after a lapse of years, syphilis has undoubtedly been 
contracted as a primary syphilitic chancre for the second time. 
On the other hand, patients enjoy complete immunity from 
contracting a syphilitic chancre for an indefinite time after all 
ptimary and secondary symptoms have disappeared. Of this 
the following case is a good example, and I can vouch for the 
accuracy of the facts, as the parties concerned were under my 
own immediate supervision. ‘A gentleman came under my 
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care, having contracted a urethral chancre, and I attended him 
through a mild course of primary and secondary symptoms; 
the chancre healed very quickly, the roseola soon disappeared, 
the only symptoms giving any trouble being some plaques 
mugueuses about the throat; these, however, gave way to 
appropriate treatment, which the patient followed conscienti- 
ously for about six months, when, like many others, all 
symptoms having disappeared, he gave it up, contrary to my 
advice. I may add that I could follow this case closely, as 
the gentleman was not only a patient, but a personal friend of 
mine. More than a year had elapsed, when I had under my 
care a young woman of the demi-monde, in whom I was 
fortunate enough to have the opportunity of studying a typical 
syphilitic chancre. Some months afterwards, the chancre having 
healed and the rash disappeared, she was suffering only from 
some mucous patches about the genitals; these, I ascertained, 
had communicated syphilis to a gentleman with whom she 
had relations, when I accidentally learned that my former 
patient had made her acquaintance. On my inquiring, he 
acknowledged that he had had connection with her. As I was 
very curious to know the result (if any), I kept him under 
observation for some time, but never a sign of chancre appeared, 
nor has he suffered since from any venereal affection, and that 
is more than three years ago.’ 

The prognosis, therefore, of a syphilitic chancre is bad, not 
of the chancre itself, but of the disease syphilis, of which it is 
only the portal of entry; not directly, in the larger proportion of 
cases, for the patient’s life, but indirectly by undermining his 
constitution. If the disease fall lightly on the individual, it 
may fall more heavily on his or her progeny; but the un- 
favourable prognosis may be mitigated by treatment. So 
again I say it is the surgeon’s duty to enforce the continua- 
tion of the treatment by explaining to the patient the serious 
nature of the disease, especially after the easy disappearance 
of the primary, and very often of the secondary, symptoms. 


CHARTER II 
SIMPLE LOCAL SORES 


I witt now recapitulate and examine more closely the 
characteristics of simple local sores (or, as they are called, 
‘soft’ sores). These lesions nearly always begin as a pustule ; 
this probably at the very beginning is a vesicle, but the 
inflammation is so intense that the vesicle rapidly becomes a 
pustule. The surgeon, however, does not often see the very 
first appearance of these sores, for, the suppuration and 
ulceration being so rapid, as a rule the pustule has burst and 
formed a sore before the patient applies for relief. This 
ulceration and suppuration are greatest in the centre of the 
sore, less: to a certain extent at the edges, where there is a 
feeble tendency to granulation and cicatrization, which, how- 
ever, is often counteracted by the intensity of the inflammation 
proceeding from the centre. It is this partial cicatrization 
that gives the sores the feel of doughy hardness when taken 
between the finger and thumb which may mislead the unwary, 
and the whole process produces that appearance of being 
punched out which is so characteristic. 

Simple sores are invariably multiple; it is probable that 
they are inoculated a priov in several places from the infecting 
person, in whom they primd facie would be multiple. But 
even supposing only one sore to be inoculated at the time of 
infection, others would soon be formed in the vicinity wherever 
the pus found a solution of continuity, for one of the great 
diagnostic points of these sores is that they can be reproduced 
on the same person by inoculation, showing plainly thereby 
that they are local, and not constitutional. This explains the 
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fact that simple sores are often seen in different stages of 
development on the same person; and on examining more 
closely, it will be remarked that the more recent sore is always 
in the vicinity of the older sore, or, at least, in such a position 
as can easily be reached by the discharge from the latter. It 
might so happen that two different connections might produce 
two different crops of these sores, but this is very improbable, 
as the pain they cause precludes in most cases the possibility 
of another connection. This painis nearly always very severe ; 
there is a great amount of tension and hyperzemia of the penis, 
often causing phimosis in those who have long foreskins, and 
sometimes paraphimosis in those cases in which the prepuce 
only just covers the glans. 

There is a condition in the female which I have very often 
seen wrongly diagnosed as one of simple sores, and which it is 
most important to bear in mind—that is, when the labia are 
covered with mucous patches (plaques muqueuses). As these 
in this situation are nearly always multiple, and sometimes, 
owing to irritation, take on a considerable amount of inflam- 
mation, they are very easily mistaken for soft sores. I think 
the most useful differential sign in such cases is to be found in 
the patient’s groin, where the presence of the indolent marble- 
like glands, caused either by the primary lesion, which has 
probably been very insignificant, or by the mucous patches 
themselves, is pathognomonic. In cases where the primary 
chancre has been extra-genital, I am certain, from constant 
observation, that the state of the glands in the groin is brought 
about by this latter cause, as is seen in the occipital glands 
through mucous patches of the mouth. However, as these 
lesions on the genitals constitute by no means early secondary 
symptoms, any difficulty in diagnosis may nearly always be 
cleared up by an examination of the patient’s skin and throat. 
It will at once be seen how serious a mistake of this kind must 
be with regard to treatment. I think it is always caused by 
the ingrained idea that any sore places on the genitals must 
necessarily be the outcome of direct inoculation, and the for- 
getfulness of the fact that mucous patches are just as often 
met with on the mucous membrane in this locality as in the 
mouth or throat; indeed, they are frequently seen on the 
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penis, but not as often, I think, as on the labia. On the male 
organ their diagnosis does not present much difficulty, for they 
seldom get irritated as in the female, so are not likely to be 
mistaken for simple (or soft) sores; whilst the eruption occur- 
ring at the same time would preclude such innocent-looking 
patches being primary lesions, which would have healed long 
before the secondaries came out on the skin. 

Simple sores are essentially in both sexes lesions of the 
genitals; but in women we sometimes see them reproduced 
about the perineum and anus by the discharge finding its way 
to these localities. They are very rarely seen on other parts of 
the body, where direct contact of the sore or of its discharges 
would be anexceptional occurrence. They are also essentially 
lesions of the mucous membrane of the genitals ; it is probable, 
not only that the skin offers more resistance to the implanta- 
tion of the virus, but also that the skin is subjected to even a 
small amount of cleanliness, which is not extended to the 
mucous membrane. Why do we never see simple sores of the 
urethra? During connection with a woman suffering from | 
simple sores, it is more than probable that some of the pus 
must find its way into the male urethra. Is it washed away 
by the discharge of the semen? or, if not by that, by the 
subsequent evacuation of urine? 

Simple sores are nearly always a long time healing, and 
give the patient and the surgeon a great deal of anxiety. 
They extend rapidly by ulceration, often become phagedeenic 
in spite of the greatest care, but they cause no constitutional 
disturbance whatever, excepting that set up by any long- 
continued suppuration, and to a greater extent by any phage- 
denic action; but they may produce depression by provoking 
a great deal of mental worry. 

These sores cannot be said to have any incubation—we may 
say they make their appearance on the places infected in from 
one to three days; in fact, the more or less hours they take in 
appearing is probably dependent on the less or more intensity 
of the inflammation in the original vesicle, which certainly 
must be formed a very short time after connection. 

Now, to turn to the glands in the groin. As I have before 
pointed out, with simple sores there is either nothing at all in 
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the groin, or there is intense inflammation of the glands, 
terminating unavoidably in abscess, this being generally spoken 
of as ‘bubo.’ The explanation of these two most opposite 
conditions is difficult, even if we regard the latter as merely the 
result of mechanical irritation travelling up the lymphatics ; 
then why should the abscess not be invariably present, the 
mechanical irritation of the sores being the same in the two 
conditions? A parallel may be drawn by asking why gonor- 
thoea does not invariably produce epididymitis. The fact 
that the pus of the abscess when inoculated will produce a 
simple sore (bubon infectant) would seem to prove that the virus 
of the sores themselves finds its way to the bubo, but whether 
through the lymphatics.or accidentally by means of the patient’s 
fingers cannot be asserted, until we find out what the inocula- 
tion produces when performed with the pus taken from the 
abscess the instant it is opened. The appearance or non- 
appearance of the abscess in the groin has certainly nothing to 
do with the virulence or irritation of the sores themselves. I 
have frequently seen patients with the penis covered with 
simple sores in a high state of inflammation, to which caustics 
have been freely applied, but without a sign of anything in the 
groin, and others with a huge abscess in the groin, in whom 
the sores go through what may be termed for them a benign 
course. 

The prognosis of simple sores is good with regard to the 
patient’s constitution, which they do not affect, but very often 
bad locally, for in becoming phagedzenic they may eat away a 
part of the penis and consequently leave ugly scars, besides 
which they are nearly always very difficult to heal, and cause 
a great deal of mental worry. 

Of the three venereal diseases—simple sores, syphilis, and 
gonorrhcea—I_ regard simple sores as certainly the least 

common ; this is easy of explanation, as the pain and inflamma- 
tion they give rise to preclude—at least, in the vast majority 
of cases—the possibility of connection, whereas in syphilis the 
disease is communicated not only by the original chancre, 
which is generally painless, but also by the secondary plaques 
muqueuses, and in: gonorrhcea but a very slight discharge is 
sufficient to contaminate another person. Simple sores also 
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may be set down asa disease of the poorer classes ; the surgeon 
sees them very much more often in hospital than in private 
practice. Amongst prostitutes, according to my own experi-. 
ence, they are only found in the very lowest class. It is 
difficult to verify this on a more extended scale, as there are, 
unfortunately, no statistics of prostitution in this country ; and 
as the Contagious Diseases Acts are dead-letters, there seems 
no chance of completely stamping out simple sores, which 
eventually might perhaps be hopefully looked forward to under 
different conditions of legislation. 


CHAPTER -TEt 
TREATMENT OF SIMPLE SORES 


Wirt regard to the treatment of simple sores, it is evident 
that one of the first things to be impressed upon the patient is 
absolute cleanliness, which is often much neglected among 
hospital patients, and this neglect in many cases seems to 
paralyze the efforts of the surgeon, and to make the case long 
and tedious. When there is a long foreskin, which, after a 
time, it is impossible (and even if possible, excessively painful) 
to get back, owing to the intensity of the inflammation and 
ulceration, I cannot too strongly recommend the constant use 
of a lotion consisting of equal parts of hot water and of 1 in 4o 
carbolic solution, freely injected all round the glans, under 
the foreskin, by means of an ordinary glass syringe, or the 
whole of the affected part of the penis may be immersed in the 
lotion for a short or long period, three or four times a day. 
Any astringent lotion which the surgeon prescribes can also be 
used with the syringe, but the tepid carbolic solution should be 
employed not only immediately before the application of the 
lotion, but very much more often. 

One of the most important agents in the successful treat- 
ment of simple sores is undoubtedly caustic. By the applica- 
tion of caustics we can destroy superabundant and unhealthy 
granulations, and form a crust under which there is the 
prospect of fresh and healthy granulations springing up. In 
cases of phagedzena, we may hope by this means to arrest the 
progress of the disease, and set up healthy action. In ordinary 
cases nitrate of silver should be employed; it must, however, 
be applied very freely. In those cases previously mentioned 
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where it is impossible, or at least very difficult, to get the 
foreskin back, a thin stick of the caustic may be passed up 
between the glans and the foreskin and swept round. This is 
doubly useful, as there generally co-exists a certain amount of 
balanitis, which is also benefited by this treatment ; but when 
there is a great deal of sloughing going on, when the sores 
seem extending rapidly, and the efforts of cicatrization at the 
edges are absolutely destroyed by the intensity of the in- 
flammation and ulceration in the centre, then, I think, fuming 
nitric acid is most useful, especially as a single application is 
very often sufficient, whereas the nitrate of silver would have 
to be used several times at short intervals, causing the patient 
a great deal of pain; not that the nitric acid causes no pain— 
quite the contrary—but the pain is undoubtedly less, and lasts 
a shorter time than that caused by nitrate of silver ; besides, 
one or two applications would be sufficient. Of course, it must 
be applied with very great care, and only to the sores them- 
selves, more in the centre than at the edges. 

It would seem at first sight that a very simple proceeding 
in cases of simple sores underneath a long prepuce would be 
either to slit up the foreskin or perform circumcision, so as to 
be able to get at the sores and apply the proper remedies ; 
but, on the contrary, the surgeon is very careful not to employ 
either of these measures, as the wounds produced by the 
incisions would be inoculated with the virus of the sores, and 
a huge ulcerating surface would be produced most difficult to 
heal. On the other hand, could the surgeon be absolutely certain 
that the sores were syphilitic, he might operate with impunity. 

A large number of substances, both as powders and in 
solutions, have at various times been recommended as appli- 
cations to simple sores; it is evident that it is of paramount 
importance for the substance chosen to be antiseptic. By 
long experience I have come to the conclusion that liquids 
are more favourable than powders—the former are certainly 
more cleanly. Powders are very useful applied to an ulcer- 
ating surface which is free, but not, in my opinion, where, 
by the fact of their being confined by the drawing forward of 
the prepuce, they become mixed with discharges from the 
sores, and find no exit unless the dressings be changed ex- 
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cessively often. One of the most favourite applications in 
these cases, especially in France, is iodoform. There can be no 
doubt of the antiseptic properties of iodoform, and through 
them it should certainly be of great value for simple chancres. 
But besides the objections I have just mentioned in speaking of 
powders generally, iodoform has the great disadvantage of a 
very strong odour, which is intensely disagreeable to some 
people, and which, it must be borne in mind, almost seems to 
stamp the patient in the eyes, or, rather, noses, of his acquaint- 
ances as suffering from some venereal complaint; for the 
surgeon must remember the case is not one of a patient ina 
hospital ward, or even confined to his own room, but that of 
aman going about amongst others in his daily work or busi- 
ness. For these reasons I seldom prescribe iodoform for 
simple sores either in hospital or private practice, although I 
sometimes apply it a few times in cases where the foreskin is 
short, more especially in Jews, and even then I have found it 
very advantageous to suspend the iodoform in collodion, and 
paint it on the sores. In women, were it not for the smell, it 
would be more useful, as lotions are not easily kept applied ; 
but for them calomel is the best powder to order, and in many 
cases is of great service. 

After a fair and impartial trial of most of the lotions which 
at various times have been recommended for these sores, I am 
certainly of opinion that by far the best of them all is the 
ordinary black-wash of the British Pharmacopeceia. The best 
mode of application is to wet small strips of linen with it, draw 
back the foreskin so as to well expose the sores, which may be 
then covered with one or two strips, and bring the foreskin well 
forward again over the glans penis. One strip is generally 
sufficient, which nearly goes round the penis when the sores are 
in the sulcus ; but of course, wherever the sores are, the lotion 
must be brought in contact with them. This dressing should 
be changed three, four, or six times a day. These details are 
not superfluous, as I have seen patients come to the hospital 
with the foreskin drawn back, and the piece of rag holding the 
lotion tied round the penis, this nearly resulting in paraphi- 
mosis. In some cases I have even been told that this has 
been done by the orders of a medical man, but I could hardly 
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credit such an assertion. Linen is better for strips than lint, 
as the latter is too thick, and there is often a difficulty in 
drawing the foreskin forwards over it. In women, however, 
lint is preferable; a piece may be folded in two, well wetted 
with the lotion, and applied between the labia. Other useful 
lotions are: Perchloride of mercury, 1 in 5,000, or stronger ; 
the red lotion (zinci sulph., gr. 8 or 16; tinct. lavandule co., 
fl3ss. or f1.Zi., and aq. rose ad flzviii.) often prescribed, and with 
great success, by my late father ; boracic acid, 1 in 20; Condy’s 
fluid, etc.; but, as I have remarked before, I have found 
none so useful as the black-wash, the good effects of which 
are sometimes quite marvellous. Ointments are occasionally 
prescribed as applications.to these sores: as far as I can judge 
by my own experience, their use is not attended with the same 
benefit as that derived from the employment of lotions, besides 
which they are less cleanly ; they may, however, be of use in 
women when some sores have appeared about the perineum 
or anus, as in these parts it would not be easy to keep a lotion 
properly applied. 

It is especially when simple sores become phagedzenic that 
skill and patience are required on the part of the surgeon ; 
there must be no hesitation about the application of strong 
nitric acid, and this must be done freely and as often as is 
necessary; the dressings must be changed very often. A 
very useful lotion in these cases is the liquor sodz chlorinate ; 
but whatever lotion is chosen it should be stronger than 
for ordinary simple sores. In some few instances the necessity 
for the nitric acid may be obviated by the frequent immersion 
of the part, for some hours, in the hot carbolic lotion before 
mentioned, but the effect is not so speedy. When, in these 
cases, there happens to be a long foreskin, and we see every 
indication of the sores sloughing through it, what is to be done ? 
It is often very difficult to decide, especially when it is impos- 
sible to uncover the glans. I think in such a case it would be 
as well to throw up several times, between the glans and fore- 
skin, a solution of nitrate of silver of about 20 grains to the 
ounce, taking care to direct the nozzle of the syringe to the 
principal phagedznic situation; if possible, a stick of solid 
nitrate of silver might be swept round under the prepuce, but 
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this, if not done with great care, might produce the very result 
we wish to avoid—namely, piercing the foreskin. If these 
methods do not produce speedy amelioration, it is best to slit 
up the foreskin merely (not circumcise), and apply nitric acid 
not only to the sores, which are then laid bare, but also to the 
lines of incision made by the knife. These last will certainly 
develop into sores, but we must take the risk of the extra sores 
for the advantage of having the whole under our control, 
remembering that, if we had not operated, in all probability 
the entire foreskin would have sloughed away, and very likely 
part of the glans, which would have been out of our reach. 

When simple sores take on phagedzenic action, it is evident 
(as it would be with regard to phagedzena occurring in any other 
situation) that the general health of the patient must be out of 
order (and this applies also to those cases in which the slough- 
ing is partly the result of dirt and neglect, as it is marvellous 
to what an extent Nature will repair when the general health 
is good); therefore medical treatment is of great importance. 
Depletion is rarely necessary, unless the subject be very full- 
blooded and plethoric; but iron, quinine, cod-liver oil, etc., 
together with a generous diet and good air, are of immense 
service. 

It must be borne in mind with regard to the local treatment 
of simple sores that it necessitates a great deal of attention, 
not only on the part of the surgeon, but also on the part of the 
individual affected ; therefore we should always explain to him 
exactly what we wish him to do: how many times a day he 
should wash the lesions with the antiseptic solution, how 
often he should change the strips of lint, etc.; and especially 
in a case complicated with balanitis,—when we have to deal 
with a long foreskin, into the opening of which the patient has 
been told to introduce a piece of lint, or, still better, a pledget 
of absorbent wool, wetted with an antiseptic solution,—should 
we impress on him that it ought to be changed very often, every 
fifteen minutes, the interval varying with the extent of the 
discharge. Some surgeons, perhaps, would say that it was a 
mistake to employ this pledget at all, as it would tend to 
confine the discharge, and with this opinion I am quite dis- 
posed to agree if the patient should not be intelligent enough 
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to understand the necessity of the frequent changes. On the 
other hand, it must be remembered that we have to deal in 
such cases with a very infectious discharge, which will at once 
inoculate any solution of continuity it reaches, and produce 
another simple sore; for this reason it has always seemed to me 
of paramount importance to limit the area of infection as much 
as possible, and this is certainly best carried out by arresting 
the discharge at the opening of the foreskin. The employ- 
ment or not of any of these small but important devices must 
naturally be dictated by our own common-sense; for instance, 
one would not expect to find our directions so implicitly carried 
out by an out-patient at the hospital as by a private individual 
in his own house. It might be suggested that in cases 
having a long foreskin the patient should wear a gonorrheal 
bag, but I must point out that by this means the discharge 
from the sores is allowed to come owtside the prepuce before 
being absorbed in the wool, and thus may produce the effects I 
have just mentioned. 

It may be as well to consider noW the bubo which so often 
accompanies these sores. I have before pointed out that with 
simple sores we either see and feel nothing at all in the groin 
or intense inflammation is set up in this part, speedily followed 
by suppuration, forming an abscess, which is called a bubo. 
The hard, painless inguinal glands so characteristic of the 
presence of the real syphilitic chancre are never met with as 
the effect of simple sores. When the swelling makes its 
appearance it is nearly always accompanied by considerable 
pain, therefore the ordinary plan of applying iodine paint in 
the hope of dispersing it by counter-irritation should not be 
employed, for the inflammation set up in the groin by simple 
sores invariably runs on to suppuration, so the tincture of 
iodine only irritates the skin without relieving the pain or 
averting the formation of an abscess. It is far better to smear 
the groin with belladonna ointment, or to use hot fomentations, 
and later on a well-made poultice gives the most relief. The 
abscess once formed, it must be opened, and this should be 
done with antiseptic precautions. The wound should be 
powdered with iodoform and dressed with salicylic gauze or 
double cyanide gauze dipped in a weak solution of carbolic 
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acid after a drainage-tube has been inserted. The drainage-tube 
may sometimes be advantageously replaced by a small strip of 
gauze, but the surgeon will often be much disappointed if he 
imagine that the dressings can be left on five or six days, and 
that on their removal the wound will be found healing and the 
abscess cured. On the contrary, in these buboes the inflamma- 
tion is so intense that it is of the utmost importance to procure ~ 
free drainage, and, in my opinion, it may be advantageous to 
apply at once a well-made linseed-meal poultice, a mode of treat- 
ment which seems rather unjustly despised in modern surgery. 
It is very useful before applying any dressing to thoroughly 
syringe out the abscess cavity with carbolic solution 1 in 60. 
When the inflammation and suppuration have subsided, and the 
wound is seen to be granulating healthily from the bottom, the 
poultices should be replaced by dressings of boracic lint, soaked 
in warm water, or of double cyanide gauze dipped in a weak 
solution of carbolic acid, or some astringent lotion. 

The incision should be free, as the wound has to heal from 
the bottom, and in the same direction as the fold of the groin. 
Some surgeons prefer a vertical incision; this has the dis- 
advantage of being necessarily more limited, but still may be 
said to possess the advantage of rendering the wound less 
liable to gape in persons who are obliged to walk about during 
their treatment. 

This brings me to what I look upon as one of the chief 
reasons so many of these suppurating buboes degenerate 
into unhealthy sinuses which take a long time to heal, thus 
causing the patient a lengthened period of anxiety, and under- 
mining his health. I allude to the fact that patients are allowed 
to walk about almost immediately after the abscess has been 
opened. If a large abscess in any other situation has been 
incised and is draining, one of the first things the surgeon 
impresses on the patient is to keep the part quiet, but in the 
case of a suppurating bubo, Nature, in most cases, is asked to 
do impossibilities, and close a suppurating tract existing in parts 
which are not kept at rest ; of course, this applies principally to 
hospital patients, and is an outcome of the small amount of 
hospital accommodation in London for venereal cases. A man 
is often kept on as an out-patient for months with a bad sinus 
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in his groin, leaving an ugly scar, when, had he been an in- 
patient for a week or two, he would have gone out with his 
abscess cured and a clean scar. In these obstinate cases the 
best plan is to slit up all the sinuses and dress the wound from 
the bottom with lint soaked in an astringent lotion, one of the 
best of which is the red-wash before mentioned; pressure is of 
great service by means of a pad and a figure-of-8 bandage, 
and, above all, complete rest. Sometimes the ragged, con- 
gested, bluish edges of the skin round the wound overlap the 
unhealthy cavity; these should be snipped off all round with 
a pair of curved scissors, for they seem to irritate almost like 
a foreign body. Stimulation by means of lunar caustic, both to 
the edges and to the cavity itself, is often useful. 

It goes without saying that if the wound in the groin takes 
upon itself the character of the original venereal lesions—in 
fact, becomes the bubon imfectant—it must be subjected to the 
treatment which I have described as applicable to the simple 
sores on the penis. 

There is a theory that venereal poisons can be absorbed 
during connection, and passing through the lymphatics of the 
penis without forming a sore, proceed to determine a swelling 
in the groin, which may or may not inflame and suppurate; to 
this has been given the name bubon d’emblée. It is difficult 
to admit this theory, and I think the surgeon, by close con- 
sideration of the case, will always be able to find a cause for 
the swelling, without having to draw so largely on his imagina- 
tion. Long protracted or violent connection, or any exercise 
unduly prolonged, constantly irritating urine, cystitis, an ulcer 
of the leg or foot, an in-growing toenail—all these may irritate 
the glands of the groin and cause them to enlarge; besides, it 
must be borne in mind that in tuberculous persons, and espe- 
cially in those who are weakly and anemic, the lymphatic 
glands, not only in the groin, but in other parts, often enlarge 
and become inflamed, so that it seems rather hard upon a 
patient (though he may have laid himself open to venereal 
contamination) to ascribe a swelling in the groin to the possi- 
bility of the poison of simple sores being absorbed and travel- 
ling up the lymphatics to this locality without having previously 
formed sores on the penis, especially as it is by no means 
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certain that the virus, when the sores exist, ever travels to the 
groin through the lymphatics, even to form the bubon infectant. 

Within the last ten or fifteen years I have had under my 
care at the French Hospital a large number of cases of tuber- 
culous glands in the groin, some running on to abscess, the 
closure of which, after evacuation of the contents, has been a 
most tedious process, even after the abscess cavity has been 
well scraped with a sharp spoon, others necessitating removal 
of the broken-down glands by an operation which led me 
sometimes into a troublesome dissection. Of these last I have 
had a few where the extensive wound in the groin has been 
found healed when the dressings have been removed in a week 
or ten days, the first successful one being certainly due to a 
suggestion of a distinguished London surgeon, who said to me, 
when I was mentioning to him the length of time the wound 
in these cases took to heal after the operation, ‘ Why don’t 
you try a long Liston’s splint?’ A few days afterwards I had 
an extensive removal of glands from the groin, and after care- 
fully sewing up and dressing the wound I applied a long 
Liston’s splint whilst the patient was still on the operating- 
table, with the result that the house surgeon had not to touch 
the case for nearly ten days, when the dressings were removed 
and the wound was found to be healed. I have tried the same 
plan since many times, and the failures have been very few. 
These kind of cases have a suspicious resemblance to those 
that have been described as bubon d’emblée, but we must re- 
member that it is only within a comparatively short period that 
the tuberculous infection of the lymphatic glands has been 
properly understood. 

There is one form of swelling in the groin running on to 
suppuration and ulceration which, as Mauriac has pointed 
out, must not be confused with the so-called bubon d’emblée, and 
that is, a tertiary gummatous tumour. When this has de- 
generated into an ulcerated cavity we must be careful not to 
take it for a bubon infectant, though, of course, simple sores, with 
no bubo, could co-exist with tertiary syphilis. The diagnosis 
in an obscure case might be made by inoculation, the bubon 
infectant producing a simple sore, whilst the effect of the pus 
from the gummatous ulcer would probably be nil. This 
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differentiation is of all the more importance as local treatment, 
which would benefit the former, would be of little use for the 
latter, unless accompanied by the internal remedy for tertiary 
syphilis. 

The treatment of these so-called bubons d’emblée is the same 
as that of an ordinary bubo. We may, however, be more 
hopeful of dispersing them by iodine paint, for the inflamma- 
tion set up has not a tendency to run rapidly into suppura- 
tion, as would be the case with a swelling the result of simple 
sores ; this would point all the more to the swelling being of a 
tuberculous nature. Naturally, the cause (if any) of their 
presence should be removed or palliated. 

It will be remarked that all these buboes, whether ‘ simple,’ 
‘infectant,’ or d’emblée, commence by being glandular (even 
the gummatous ‘tumour’ begins by a gummatous deposit in 
an inguinal gland), and therein lies their diagnostic distinction 
from other enlargements in the groin, such as herniz, collections 
of pus, or various tumours. 


. CHAPTER IV 
BALANITIS 


It may be as well to say a few words here about the balanitis 
which frequently is seen in the company of simple sores. It is 
interesting to consider balanitis under four different conditions : 
(1) Simple balanitis; (2) balanitis accompanying gonorrhea ; 
(3) balanitis complicating simple sores; (4) balanitis. present 
with a syphilitic chancre. It would be possible for the three 
last (or for any two comprised in the three last) to co-exist in 
the same individual. 

1. Simple uncomplicated balanitis is principally seen in 
hospital patients, and is the variety which is most often 
kept up by want of cleanliness. The primary causation is 
probably the decomposition by some irritating uterine or 
vaginal discharge of the sebaceous matter secreted by the 
glands of Tyson; on the other hand, it is possible that this 
decomposition may also take place through want of cleanli- 
ness, without any previous connection, especially if the patient 
be in an enfeebled state of general health. Is the discharge of 
a simple balanitis contagious? I believe not, excepting to the 
extent of decomposing the sebaceous secretion of the glands of 
the nymphe, which would necessitate, as the converse in the 
man, a great want of ordinary cleanliness in the woman. This 
would be very difficult to substantiate, as the inflamed state of 
the glans penis, together with the pain of an erection, would 
preclude the possibility of connection. The treatment of this 
uncomplicated balanitis is very simple, and consists in the 
thorough and repeated employment of a clean piece of flannel 
to wash the parts with common unadulterated soap and warm 
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water, supplemented if necessary by a slight brushing over 
with lunar caustic and the subsequent application of an 
astringent lotion. 

2. With regard to balanitis accompanying gonorrhea, I 
do not think that the gonorrhoea is ever the direct cause of 
the balanitis, though the gonorrhceal discharge pent up by a 
tight foreskin will certainly aggravate the balanitis, and the 
balanitis is certainly never the cause of the gonorrhoea, or 
of any other urethral discharge. This is well exemplified in 
cases where a balanitis exists under a tight foreskin with or 
without an accompanying chancre: we see a very profuse dis- 
charge coming away from the preputial orifice which evidently 
bathes the whole glans penis, including, of course, the meatus 
urinarius, into which a quantity of it must be absorbed, yet 
when the foreskin is slit up, or when the patient is perhaps 
after a time able to get it back, how often is a discharge from 
the urethra remarkable by its absence, however abundant the 
discharge of the balanitis and however great the inflammation 
present. This has been impressed on me many times by the 
fact that, owing to the profuse discharge visible at the opening 
of the foreskin, the patient has actually been ordered sandal- 
wood capsules by the resident medical officer on admission to 
the hospital, on the supposition that gonorrhcea was _ present. 
The surgeon should endeavour to cure the gonorrhcea, and at 
the same time treat the balanitis in the manner above described. 
A tight foreskin should be removed by circumcision, if it is 
absolutely sure that nothing exists under it but gonorrhoea 
and balanitis. Is the discharge of a balanitis complicated with 
gonorrhcea contagious? Certainly, but it is rendered so by the 
gonorrhceal secretion; therefore we must never fail to caution 
our patients against putting their fingers near their eyes after 
dressing the penis. 

3. Balanitis complicating simple sores is certainly the most 
severe form of the disease, and the one in which drastic measures 
have to be employed; for, although there may be considerable 
doubt, yet no absolute certainty that the discharge from simple 
sores will ever by itself set up balanitis, yet it must be remem- 
bered that it is a very irritating fluid which will form a sore at 
any place where it finds a solution of continuity, and for that 
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reason may increase the virulence of the discharge of the 
balanitis. Of course, it is evident that the balanitis never can 
cause the simple sores. The condition which I am now con- 
sidering should be treated by the application of caustics (not 
so strong as those applied to the simple sores), and by strong 
antiseptic and astringent lotions, which can be utilized both 
for the balanitis and for the sores. It is when such a condition 
is complicated by a tight foreskin that the surgeon finds himself 
in a difficulty, for if he slits up the foreskin or performs circum- 
cision, the wounds caused by either operation are sure to become 
contaminated by the virus of the sores. Everything should be 
done, as I have said before, to avert the necessity of an opera- 
tion, but if the conditions become such as to absolutely demand 
the relief of the preputial constriction, the foreskin should merely 
be slit up a little way, sufficiently only to get at the glans penis 
and to relieve the constriction. 

4. Balanitis present with a syphilitic chancre may be looked 
upon as simple balanitis, for the syphilitic chancre could not 
possibly give rise to the balanitis, and the balanitis could cer- 
tainly not produce the syphilitic chancre; therefore nothing 
further is required in the large majority of cases than the treat- 
ment before laid down for uncomplicated balanitis, added to the 
means we possess to combat the constitutional disease syphilis. 
Naturally, if phimosis exists, the surgeon can safely slit up the 
prepuce or perform circumcision, but he must first be certain 
that it is a syphilitic chancre under the foreskin, and that no 
simple sores exist in a similar situation, a point nearly always 
very difficult to make out; at the same time, even were he sure 
that he had a syphilitic chancre to deal with complicating the 
balanitis, he might wait a considerable time before operating, 
as the inflammation set up by a syphilitic chancre, though 
accompanied by balanitis, is not nearly so severe as that 
occasioned by simple sores under the same conditions ; besides, 
there would be no danger of other similar chancres forming 
under or at the orifice of the foreskin. It is evident in sucha 
case that as the discharge of the balanitis bathes the syphilitic 
chancre, the former would certainly be impregnated with the 
virus of syphilis; therefore, although it would not produce a 
similar chancre on the same individual, it would undoubtedly, 
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if inoculated on another person, infect that person with the 
disease syphilis. 

Balanitis, often called balano-posthitis, is, then, an inflamma- 
tion of the mucous membrane which covers the glans penis 
and is reflected under the foreskin; a glairy discharge thus 
bathes these surfaces, which, if neglected, will speedily become 
purulent. The persistence of balanitis is generally ascribed to 
neglect of cleanliness, together with a long foreskin. These 
are undoubtedly the very frequent, but not the invariable, 
causes of a long duration of the complaint, but I have seen 
many cases of balanitis (both complicated and uncomplicated 
with sores) in which the foreskin has not been long, and in 
which one certainly could not accuse the patient of want of 
cleanliness ; these I have put down to very acrid an1j irritating, 
though natural, discharges from the female vagina, coupled 
with excessive and prolonged connections. The discharge 
from a balanitis which forms a complication with simple 
chancres is always more abundant and more purulent than 
that arising from the same complication with the syphilitic 
chancre. This is an important diagnostic sign when there is 
a very long foreskin and partial phimosis, second only to that 
of the power of inoculation possessed by the discharge of 
balanitis in a case of simple sores, as seen by the development 
of more of these sores at the end of the foreskin which is being 
constantly bathed by the pus; this, of course, could not happen 
were there only a syphilitic chancre under the prepuce. The 
surgeon, in these cases, must not be led away by a feeling of 
induration, for what with the doughy hardness of the simple 
sores themselves, and the inflammation set up through the 
discharge of the balanitis being confined by the long and tight 
prepuce, there is such a large amount of infiltration that the 
whole of the affected part may take on quite an induration 
without the presence of a syphilitic chancre. It should be re- 
membered that if a syphilitic chancre exist at all, it will probably 
be single and very much indurated on account of the irritation, 
so that if there is a definite stony hardness at one spot under the 
foreskin, together with other diagnostic signs, to be presently 
described, it may be concluded that one is present, not, how- 
ever, to the exclusion of simple sores which may coexist with 
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it. If simple sores alone accompany the balanitis, the groin 
will exhibit the symptoms, or want of symptoms, already 
mentioned under simple sores. The best treatment for 
balanitis is to pass a stick of nitrate of silver very lightly over 
all the inflamed surface, which should then be dressed with a 
little oil to alleviate the pain; when this has passed off, an 
astringent lotion should be applied by means of strips of linen, 
and these should be changed frequently. When there is 
phimosis, and every probability of the presence of chancres, 
the case becomes more difficult. As I have said before, were 
it certain that only a syphilitic chancre existed under the pre- 
puce, circumcision could be performed at once, but when in 
doubt as to the kind of sores, it is better to defer the operation 
and inject under the foreskin first a weak solution of nitrate of 
silver, and afterwards an astringent lotion. However, if the 
discharge of the balanitis become very purulent and there 
seems a risk of phagedzna, the surgeon must take the risk 
and slit up the prepuce, not freely, but only enough to get it 
back and apply the necessary treatment. 


CHAP TER V. 
SYPHILITIC CHANCRE 


In the consideration of the syphilitic chancre, the first and 
most vital point is not to regard this lesion as a disease by 
itself, like the simple sores, but merely as a symptom and 
primary manifestation of the disease syphilis. Therein lies 
the great importance of a correct diagnosis, which will enable 
the surgeon to direct his treatment, not so much to the curing 
of the chancre as to the combating of the disease. Every point, 
however seemingly trivial, which will advance and facilitate 
the diagnosis is of enormous value ; for, although results do not 
justify us yet in asserting our treatment to be absolutely 
curative in every instance, yet there can be no doubt that 
when properly applied, and more especially when continued 
long enough, it goes a very great way towards mitigating and 
arresting the disease, not so much in the secondary as in the 
tertiary manifestations ; but where the power of the treatment 
is shown to the greatest extent is with regard to the sub- 
sequent progeny of the afflicted person. 

Now, to reconsider once more the symptoms of the primary 
manifestation of the disease syphilis—z.e., the syphilitic chancre. 
One of the first and most important is the length of incuba- 
tion. How well Nature by this points out to us that the 
chancre which takes so long to appear at the point of inocula- 
tion is but the portal of entry of a disease which requires a 
certain time to take a firm hold of the system! One might 
almost think the disease unwilling to declare itself at its point 
of entry before overrunning the whole economy, for fear of 
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being nipped in the bud; it is better, therefore, to speak of the 
length of incubation of the disease syphilis, and of the period of 
latency of the syphilitic chancre. This last varies in different 
cases, the chancre appearing generally from ten to twenty-five 
days after contamination; but I have seen instances of its 
remaining latent for a month or six weeks, though I cannot 
but regard these as exceptional; besides, they have always 
been very difficult to substantiate, as the patient may have 
had connection with different women, and in such cases we 
must be always very guarded in taking his opinion as to the 
person who infected him. I have many times seen sores 
which, from other characteristics, to be presently mentioned, 
I have set down as syphilitic, but on asking the patient when 
he contracted them, I have been pulled up short by his de- 
claring the infection to have occurred a day or two previously. 
On closer questioning, I have never failed to elicit the confes- 
sion of another connection, perhaps a month or six weeks 
before, so that in all probability the lesions had existed for a 
week or two, but had not been noticed until irritated by the 
last connection. 

This brings forward another point—namely, the very 
innocence of the syphilitic chancres themselves. I say 
advisedly, in this instance, ‘ chancres,’ and not ‘chancre,’ for I 
have noticed it is always in those cases in which several 
primary lesions exist that so little pain or even inconvenience 
is caused to the patient by their presence. The single in- 
durated chancre, which, when met with, is certainly typical, 
naturally makes its presence felt to the patient by its size and 
greater induration. I think, however, the fact of the syphilitic 
chancre being invariably simgle has been too much insisted on. 
There can be no doubt that, supposing the disease to be 
inoculated at the time of connection at only one spot, there 
will be only one chancre, as it has been proved that the 
inoculation of the discharge from that chancre on the same 
person will not produce another one. But why should not the 
disease have several portals of entry? Hence we so often see 
several primary lesions. But the great diagnostic point 
between, let us say, three or four syphilitic chancres and three 
or four simple sores is that the former do not, and never can, 
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increase in number, whilst the latter do, and will; so that we 
never see syphilitic chancres on the same person in different 
degrees of development. WWe may see them in different degrees 
of healing, for one of them may, by its very position (such as 
near the freenum), be liable to more mechanical irritation than 
the others, and so take a longer time to heal. With regard to 
the disease having several portals of entry, it must be re- 
membered that syphilis is more often communicated to the 
man through secondary, rather than primary, lesions in the 
woman, and that several plaques muqueuses may be, and probably 
will be, present about the female genitals. 

Now to turn to the so-called hardness of the syphilitic 
chancre. As I have before pointed out, this is caused by its 
rapid, general, and healthy cicatrization; in fact, for the 
pathological study of cicatrization of an ulcer no more 
beautiful example could be found than the healing of one of 
these chancres, always supposing no outside mechanical cause 
to set up more inflammation than Nature deems necessary. 
In a large single chancre this hardening is very perceptible to 
the touch, but in the small herpetical-like sore, forming one 
of several, it is often very difficult to feel any induration. 
Between these two extremes there are many gradations, one 
which is not easy to detectgbeing foliaceous induration, when 
there is a feeling to the surgeon as if a small leaf were just 
under the ulcerating surface. An important diagnostic sign 
with regard to the induration of the syphilitic chancre is that 
the hardening, to whatever degree it exists, embraces the 
whole chancre, raising it thus above the surrounding tissues, 
the extent of the raising being naturally in proportion to the 
amount of the basic cicatrization which more especially 
constitutes the hardening. It never seems to be endeavouring 
to sink into the tissues, like the doughy hardening of the simple 
sores ; on the contrary, one almost seems to be able to lift a 
typical syphilitic chancre from the structures beneath it, and, 
by a little stretch of the imagination, it would appear possible 
to completely amputate the lesion with one stroke of the knife 
without any deep dissection, such as would be necessary with 
a simple sore. 

It must be remembered that the syphilitic chancre begins as 
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a papule, or, rather, as a conglomeration of several papules. 
It is not often the surgeon has the opportunity of seeing this, 
for the formation of the little group of papules, and its sub- 
sequent development into the chancre, causes so little (if any) 
malaise (not to say pain) to the patient, that it is but rarely 
noticed, particularly as the whole process would take place 
some weeks after a suspicious connection, at a time when most 
persons would imagine all danger of infection to have ceased, 
and consequently would not be constantly on the look-out for 
the appearance of venereal disease. 

From the contemplation of the sore itself, the surgeon 
naturally turns to the patient’s groin, and here he will find the 
most important diagnostic sign. He may be puzzled about 
length of incubation, number of sores, induration, etc., but in 
the groin he will find the key to the difficulty of giving a 
definite opinion as to whether the chancres are simply local or 
syphilitic. With the syphilitic chancre there is always something 
in the groin: the glands are always enlarged, the enlargement 
being generally indolent; they feel under the fingers like a 
chain of marbles, more or less hard. ‘This, it seems to me, is 
evidently caused by the passage of the disease, not by the mere 
irritation of the chancre, as with simple sores. The disease 
syphilis on its way to the system leaves in these glands, the 
first it meets with, a specific deposit, which causes them slowly 
and chronically to enlarge, for the number of glands affected 
and the size they reach is not at all in proportion to the size or 
inflammation of the chancre or chancres. It is but rarely an 
abscess is formed in the groin; when suppuration does occur, 
it is invariably very superficial, and the abscess is small, and 
heals very readily after having been opened. I have often 
remarked, however, in many of these cases, that, even when 
suppuration seemed imminent, it has suddenly disappeared, no 
abscess has been formed, and the glands have returned to their 
former indolent hardness. I thoroughly believe that in all 
cases any suppuration in the groin with a syphilitic chancre is 
caused by some mechanical irritation, which has nothing at all 
to do with the disease itself. 

These glands must not be mistaken for the indolent tubercu- 
lous glands sometimes met with in this situation. I have 
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before alluded to broken-down tuberculous glands in the groin, 
but it must not be forgotten that this species of glandular 
affection has a period of mere hypertrophy of the part, unac- 
companied by pain, or by any signs of suppuration or breaking 
down, and if the patient be then properly treated for tuber- 
culosis the glands may never run on to form a tuberculous 
abscess ; so that the surgeon must be on his guard in ascribing 
hardened glands in the groin invariably to venereal affection, 
but should verify the existence of a sore, or of mucous patches 
on the genitals. One of the most difficult combinations is the 
existence of a few spots of herpes on the genitals, with enlarged 
indolent tuberculous glands in the groin. The difficulty of 
differentiating herpes from primary syphilitic chancres in such 
a case would be very great, but it must be borne in mind that 
different spots of herpes may be seen at the same time in 
different stages of development; this, as I have before pointed 
out, could not take place with syphilitic chancres, which 
evidently, if multiple, must have all been inoculated at the 
same time. Again, indolent tuberculous glands are never of 
the stony hardness which is felt in those the result of syphilitic 
affection ; besides, other signs of tuberculosis in the patient 
would give the key to a diagnosis which, unfortunately, is 
often obscure, as it is of great importance, the treatment of the 
two conditions being essentially different. 

That a person with tuberculous glands in the groin can 
contract a syphilitic chancre, and the glands can take on the 
syphilitic hardening, seems to me quite feasible and possible, 
although I have often been questioned of late years as to a 
possible antagonism between syphilis and tuberculosis. This 
appears to me difficult to accept, if it be remembered that all 
efforts have failed to discover a bacillus in the former, whilst 
the bacillus of the latter is well known. 

I have before made mention of a species of uneasiness which 
comes over the patient during the period of latency of the 
syphilitic chancre. This can scarcely be looked upon as very 
important from a diagnostic point of view, asit is nearly always 
very slight, both in extent and duration, and generally escapes 
notice; but having once remarked it, I have taken more pains 
to elicit any signs of it, and have been almost surprised to have 
found it more often than I at first expected. This feeling may 
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be described as a sensation of being thoroughly ill during two 
or three hours or more, without any assignable cause, which 
sensation as suddenly passes off. The time it comes on varies, 
but, as far as I have been able to observe, it approaches 
nearer to the appearance of the chancre than to the moment 
of infection—roughly speaking, at about two-thirds of the 
period of latency. 

This symptom may perhaps be accounted for by a sudden 
deficiency of hemoglobin, which has been proved by Newman 
and De Kondrief, in untreated syphilis at the beginning of the 
attack, to be reduced from 15 to 10 per cent. before treatment 
is commenced, though the red corpuscles are not proportion- 
ately reduced. As the disease advances they fall to a third of 
the normal number, which, however, is regained by specific 
treatment; the same happens with regard to the red blood 
corpuscles in neglected secondaries or tertiaries. I give this 
possible explanation simply as a theory for which I cannot 
vouch, especially as the observers I have just mentioned do 
not seem to have noticed the malaise to which I have 
referred. It may be interesting to note here, en passant, that 
Newman and Kondrief have also ascertained by experiment 
that in advanced cases of secondary syphilis, where treatment 
has been neglected, the absence of haemoglobin has been from 
45 to 75 per cent., though the normal proportion is regained 
with specific treatment; the same phenomenon with regard 
to the hemoglobin takes place in the tertiary stage. Accord- 
ing to the same observers, the number of the white blood 
corpuscles increases in parallel ratio with the decrease of the 
red corpuscles, and vice versd, with the restoration. 

It is evident that balanitis can but rarely accompany a 
syphilitic chancre; the slight discharge from the chancre itself 
would not cause it, and if the balanitis were contracted at the 
same time as the syphilis, it would—at least, in those who are 
cleanly, or who undergo treatment—be cured before the chancre 
appeared. So the balanitis would, in nearly all these cases, 
be the effect of a connection subsequent to the one which 
inoculated the chancre, and, to repeat what I have already ad- 
vanced, it is in these instances that the surgeon may circumcise 
at once, if phimosis exist, always providing he can be certain 
there are no simple sores coexisting with the syphilitic chancre. 


CHAPTER -VI 
EXTRA-GENITAL SYPHILITIC CHANCRE 


WHEREVER the virus of syphilis is implanted in the slightest 
solution of continuity of an individual who is not already 
syphilized, there will be produced a syphilitic sore. As the virus 
is so easily communicated, not only by the primary lesion of 
the person who inoculates the disease, but also by the inno- 
cent-looking mucous patch, and not only directly, but also by 
the intermediary of the saliva, blood, etc., therefore it is not 
surprising that we often see the primary chancre on various 
other parts of the body besides the genitals. A frequent 
locality is the lip, where the inoculation is generally caused 
through kissing, or by drinking out of a glass which has just 
been used by a person having plaques muqueuses on the lips, 
tongue, etc., although this, to my thinking, would not account 
sufficiently for those very doubtful chancres of the tonsil and 
of the pharynx which I sometimes see reported, and which are 
most probably inflamed and irritated mucous patches. I must 
say that amongst the very large number of cases of syphilis I 
have seen, both in hospital and in private practice, I have 
never seen what I could truthfully describe as a chancre of the 
tonsil or of the pharynx, although I have often seen both 
secondary and tertiary manifestations in these situations. It 
must be borne in mind that whilst secondary and tertiary 
symptoms appear in various situations owing to infection from 
within outwards, that is to say, as manifestations of the syphilis 
which already exists in the system of the individual, the primary 
lesion can only be the effect of implantation of the virus in 
some solution of continuity of the patient, with which it must 
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either remain a short time in contact, as in kissing, or in the 
contact of an infected vessel, or it must be rubbed in as would 
happen during connection. It must be evident, however, that 
during the most unnatural act it would be almost impossible 
for direct contagion to take place on the tonsil or pharynx, 
and certainly any virus absorbed from a kiss, or from the rim 
of an infected vessel, would be very unlikely ever to reach the 
tonsils or the pharynx, or even if it did, it would pass too 
rapidly over these parts to be implanted. Were it not so, should 
we not find authentic records of chancre of the cesophagus, 
the stomach, or even of the intestines? To my mind, the only 
way a primary syphilitic chancre could be implanted on the 
tonsils, or on the pharynx, would be through the medium of 
dirty instruments, such as spatule, etc., and more especially 
by the use of a Eustachian catheter which had not been 
properly cleaned after being used in the mouth of a person 
with plaques muqueuses on the lips or tongue. Such an 
accident in these aseptic days would necessarily be almost 
impossible. 

The most curious example of extra-genital chancre which 
has ever come under my notice was one of chancre of the 
cheek, caused by a bite. The case was published in the 
Medical Press and Circulay and in Médecine Moderne as follows: 


“The case is of great interest, not only because chancre 
of the cheek is very seldom seen (personally I have never 
met with one before amongst the thousands of venereal cases 
I have treated at the French Hospital), but also because the 
source of infection is definite and authentic. Unfortunately 
I have been unable to get hold of the man who bit my patient ; 
it would have been curious to note the exact state and position 
of the lesions which necessarily must have existed in his mouth 
or throat. It is evident that plaques muqueuses must have been 
present on some part of the mucous membrane where the 
saliva could come in contact with them; for, although it has 
been abundantly proved that the saliva of a syphilitic person 
does not itself produce the disease when inoculated on another 
person, that secretion is quite capable of carrying the infection 
from a plaque muqueuse, as is often seen in cases of chancre of 
the lips from kissing. It is then, as Mauriac says, ‘ defiled by 
a virulent blend.’ 


The patient in question, a young man, aged twenty, who had 
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never had a venereal sove of any kind, was brought to the French 
Hospital, having been bitten the previous day by a man on his 
left cheek and left thumb. He was seen by the resident 
medical officer, Mr. G. Kinnersley, and as both wounds were 
dirty and suppurating, he was taken in for a few days to have 
them properly dressed. He stayed in a week; when he went 
out the wound on the thumb had completely healed, and the 
one on the cheek, which for the first few days had suppurated 
a good deal, had become .clean-looking, and had also nearly 
entirely healed up, only a small patch remaining, which did 
not discharge. A fortnight later the man came back with the 
wound on the cheek enlarged to the size of a farthing, punched 
out with a gray slough. The resident medical officer easily 
removed the slough, and then applied nitrate of silver to the 
wound. The patient was seen two or three times in the next 
month, but the wound enlarged, becoming the size of a half- 
penny, with a hard base, and raised and indurated edges. He 
was again admitted to the hospital six weeks after his first 
discharge, this time into my ward, with a secondary roseola 
just beginning all over his body and limbs. The wound from 
the bite, which had that peculiar raised keloid appearance that 
I have always remarked in chancres of the skin, was, without 
doubt, a syphilitic chancre; there was one hard typical gland 
just behind the ramus of the jaw, the bite itself being just in 
front of the same process of bone. Proto-iodide of mercury 
was given internally, and black-wash applied to the sore, which 
then cicatrized and healed rapidly, the man being discharged 
in a week, and told to come as an out-patient for the treat- 
ment of the secondary symptoms.” 


An important phase with regard to extra-genital chancres, 
either syphilitic or simple, may be considered in giving medical 
evidence in law cases. The medical man should, in his 
evidence, never lose sight of the fact that whereas simple or 
‘soft’ sores can be reproduced on the same person by the 
discharge of already existing sores finding its way to any solu- 
tion of continuity, the virus of the syphilitic chancre, if absorbed 
into any solution of continuity on the same person, produces 
no effect whatever. Therefore, if we found a crop of soft sores 
about the anus of a woman, or even of a man, it would be no 
proof of any unnatural connection if the same variety of sores 
existed on or about the genitals of the individual, as the 
discharge from them might have found its way to this locality, 
and so produced other sores of the same kind ; but if a syphilitic 
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sore appear in any situation on the body, we know it cannot 
have been produced by the virus of a pre-existing chancre on 
the same person, but must have been communicated by direct 
contact from an extraneous source. Another point of para- 
mount importance, however, is not to mistake the mucous 
patches which so often exist during the secondary stage about 
the anus, both in men and women, for syphilitic primary sores. 

There existed for some time an impression that extra-genital 
chancres gave rise to a graver form of the disease than those 
contracted in the ordinary way: thisisa mistake. This I assert 
on no less an authority than that of Dr. Fournier, and, person- 
ally, I have not noticed it in the numerous extra-genital 
chancres that I have seen. 


CHAPLER VII 
GUMMA OF THE PENIS 


ALTHOUGH gumma of the penis should come under the head 
of tertiary syphilis, it may be as well to consider this lesion 
of the penis in the present place, as it is very likely to be 
mistaken, first, for a simple (or ‘ soft’) chancre; secondly, for 
that extremely rare lesion a phagedenic primary syphilitic sore. 
The second of these two mistakes in diagnosis is undoubtedly 
more liable to happen than the first, for there is one point 
which will at once show the surgeon that the phagedznic 
ulceration he has to deal with cannot be a simple, or so-called 
‘soft,’ sore, and that is the entire absence of other similar 
sores in its vicinity. As I have before pointed out, simple, or 
‘soft,’ chancres are never single; several of them are always, in 
all probability, acquired at the time of contagion, and even 
were a simple, or ‘soft,’ sore inoculated by itself, it would 
speedily, by the mechanical action of its own pus, set up other 
similar lesions in its neighbourhood, especially by the time it 
had arrived at the intense inflammatory and phagedeenic stage 
at which a gumma of the penis is generally seen. The ex- 
amination of the patient’s groins, however, again may throw 
the surgeon back to the idea that he is dealing with a simple, 
or ‘soft,’ sore. What does he find in the groins? Probably 
nothing. He remembers that with a syphilitic chancre there 
is always some glandular enlargement in the inguinal region, 
and he may return to the simple, or ‘soft,’ sore diagnosis, only 
to be pulled up short on questioning the patient as to the 
period of incubation, when, to his surprise, he will hear there 
has been no connection for months, perhaps longer. The 
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great infiltration and efforts at cicatrization in a gumma give 
it a feeling of hardness (not induration), so that a bout de 
yessources, and in spite of the negative state of the groins, he 
will put down the one under consideration as a primary phage- 
denic chancre, and treat it as such, but will be very much 
surprised at the non-appearance of secondary symptoms, and 
may even go so far as to ascribe their absence to the treat- 
ment. 

Having now shown that with ordinary care it is not easy 
to mistake a gumma of the penis for a simple, or ‘soft,’ sore, 
I will endeavour to point out the different signs which enable 
us to distinguish the tertiary from the primary lesions of 
syphilis when they appear on the male organ. To make this 
differential diagnosis is certainly very difficult, but it is most 
important, for, whilst interesting as a pathological study, it 
carries still greater weight in a legal point of view, as a 
perfectly healthy woman might be supposed to have given a 
man syphilis if the ulceration on the genitals of the latter were 
taken for a primary instead of a tertiary lesion. 

My attention was directed to these points many years 
ago by two causes, both of which gave me at first intense 
surprise ; but as the cases of gumma of the penis are very 
rare, though far more common than those of phagedznic 
primary sore, it necessarily took me some time to come to any 
definite conclusion. 

The first cause was that I used to see what I then supposed 
were phagedznic primary sores on the genitals of men who 
assured me they had suffered from syphilis at a varying period 
before they came under my care. I questioned them closely, 
but have had all the primary and secondary phases of syphilis 
most graphically described, so much so that I began to think 
the recurrence of the primary sore on the same individual 
could not be as rare as was stated in books; and yet, what 
could the lesion be that I saw, with a doughy hardness under 
my fingers, and quite alone? It could not be a simple, or 
‘soft,’ sore. Although there was nothing in the groins, the 
incubation seemed one of perhaps four months or more; so I 
put it down as a phagedenic primary chancre with a very long 
incubation, and treated it as such, é 
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This brings me to my second cause, and that was the non- 
appearance of secondary symptoms, which I certainly could 
never ascribe to the mercurial treatment, so I felt certain that 
the original ulceration I had treated on the patient’s penis was 
not a primary sore. What was it, then? It could not have 
been a simple, or soft, sore ; the pus it had secreted had freely 
bathed the whole glans penis, and yet no other sore had 
appeared. After carefully observing and studying these cases, 
I came to the conclusion they were undoubted examples of 
gumma of the penis; and another point which confirmed my 
diagnosis was the great efficacy of iodide of potassium to heal 
up these lesions after the use of the ordinary applications for 
any phagedeenic ulceration. 

I will now review the various symptoms which assist the 
surgeon in the diagnosis of a gumma of the penis : 

Incubation.—There cannot be any incubation, as the lesion 
in question is not inoculated de novo, but is a symptom of a 
constitutional disease ‘syphilis’; therefore, we generally find 
there has been no connection for months, or if more recent, it 
has most likely been with the patient’s wife. Of course, any 
recent connection may be suspicious; therefore the really im- 
portant diagnostic sign with regard to a gumma of the penis 
is the absence of any intercourse for three or four months or 
even more. The age of the patient is a useful point to consider. 
A gumma of the penis always occurs in middle-aged or old 
men, who, of course, are by no means exempt from ordinary 
venereal sores; but, on the other hand, it would be excep- 
tional to see such a late tertiary manifestation as a gumma on 
a comparatively young man (I myself have never observed 
this lesion on a man under thirty). A gumma of the penis is 
always solitary ; there is no pathological reason why there 
should not be more than one gumma at a time on the penis, 
but if gummata be considered on other parts of the body, it 
will be observed that they never occur close together—in fact, 
rarely on the same limb or part of the trunk. The appearance 
of the lesion is characteristic ; there are no sharply cut edges, 
but all around can be traced a sort of film of ulceration which 
has not yet taken on phagedznic action, but will speedily do 
so unless arrested by treatment; and this is why the doughy 
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hardness which may be experienced in feeling a gumma (caused 
by Nature’s efforts at cicatrization in the centre of the sore) 
The glands of the grom are not 


does not extend to the edges. 


affected by a gumma of the penis; some induration may 
remain from the time of the original syphilitic chancre, but 
this has always existed long before the appearance of the 
lesion under consideration. 

The following table will give a good idea of the differential 
diagnosis of a gumma of the penis, of a phagedzenic syphilitic 
chancre, and of phagedzenic soft, or simple, sores : 


| 
| 
| 
| 


Gumma of Penis. 


| Phagedenic Primary 
Syphilitic Chanere, 


Incubation. 


Age of | 


patient. 


Number of 


lesions. | 


Appearance | 


of lesion. 


Feel of lesion. 


Glands of | 


groin. 


| 


| 


| No connection prob- 


ably for months; 
if recent, with 
healthy woman, 
generally wife. 
Therefore no in- 
cubation, as the 
lesion is not the 
effect of inocula- 
tion. 


Middle-aged, some- 
times old. 


Never 
one. 


Phagedzena extend- | 


ing both laterally 
and deeply, with 
no absolutely de- 
fined edges. 


The deep _ phage- 
dzenic action gives 
feeling of doughy 
hardness which 
does not extend to 
the edges. 


Never affected by 
the gumma itself. 


more than 


Three, five weeks, 
perhaps longer ; 
always suspicious 
connection. 


Generally young, 
from seventeen to 
thirty-five. 


Generally single, 
may be two or 
three. 


Phagedena only 
extending deeply, 
edges raised, clear 
cut, and sharply 
defined; if more 
than one sore,they 
rarely run in to 
one another. 


Induration to a 
greater or less 
degree of all the 
sore. 


Always indolently 
enlarged. 


Phagedenic Simple, 
or ‘ Soft,’ Sores. 


No real incuba- 
tion. Develop- 
ment in two or 
three days. 


| Generally young, 
seventeen to’ 
thirty-five. 


Always multiple. 


Phagedena_ ex- 
tending in all 
directions, 
rounded edges, 
not sharply de- 
fined; sores 
running into 
one another. 


Doughy feeling 
of hardness all 
over. 


| Either not. af- 


fected, or else 
intense inflam- 
mation with 
bubo and ab- 
| scess. 
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= Phagedenic Pind Phagedenic Simple, 
|. Gumma-of Penis, Syphilitec Primary oe SHE cee 

Other specific. No secondary erup- Secondary eruption | No syphilitic 
symptoms. tion. There may| showingitself four} eruption. 

be tertiary rupial] to eight weeks 

| eruption, and at] after the appear- 

| the same time] ance of the prim- 

there may beother| ary chancre, often’ 

gummata on the} plaques muqueuses | 

body. | on the mouth,) 
tongue, etc. 

History of | Must have had sy-| Never had syphilis. | May, or may not 
patient. philis previously. have had = sy- 

philis. 

General con- Often very severe, |Sometimes _ slight | No constitutional 
stitutional | patients becoming| fever before the symptoms ex- 
symptoms. weak and anzmic,| secondary erup-| cepting those 

especially in alco-| tion comes out. , caused by ner- 
| holic cases. Rarely any pros- | vous worry. 
tration. 

Effects of | Patient easily sali-| Patient not easily| The only effect 
treatment. vated. Mercury] salivated. Mer-| of mercury, if 

| does not tend to} cury tendstoheal given, is _ to 
| heal the sore, but} the sore; iodide) salivate the 
| is useful for the| of potassium has patient; no 
syphilis, which! no effect. | specific  treat- 
| evidently is not | mentnecessary. 


eradicated. Iodide 
of potassium in 


large doses tends | 


to heal the sore. 


It is evident that no secondary symptoms can be caused by a 


gumma of the penis ; 
the primary chancre. 


they have appeared on the patient after 
Very often a tertiary rupial eruption 


comes out on the body either before or at the same time as the 
‘ gumma of the penis, and of course other gummata may be 
present on other parts of the body. The general constitutional 
symptoms are often very severe in these cases, as, in fact, in all 
tertiary manifestations of syphilis, and I have often remarked 
them to be much aggravated in persons who have been accus- 
tomed to the abuse of alcohol ; tertiary syphilis seems to grasp 
these people with a grip of iron most difficult to loosen even 
by prompt and energetic remedial measures. 

The treatment of these cases may be divided into two parts— 
external and internal. The external consists in the ordinary 
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applications for any phagedzena, caustics and lotions, com- 
bined with absolute antiseptic cleanliness. The best caustic 
is fuming nitric acid for a first application, after which nitrate 
of silver will generally be found sufficient (not always, how- 
ever; I have sometimes had to apply nitric acid on two and 
even on three occasions); certainly the best lotion is the 
ordinary black-wash. For the internal treatment large doses 
of iodide of potassium are necessary. It is wonderful the good 
effect they have on these gummata after the phagedzenic action 
has been stopped by external applications. In this stage of 
syphilis, tonics, good food, and good air are of essential im- 
portance. It is useful when the gumma is healing and the 
patient’s general health is improving to commence a mild 
course of mercury, but the effects of the drug must be care- 
fully watched, as these cases are very easily salivated. 

I may also point out that, independently of a gumma of the 
penis being mistaken for a syphilitic or for a soft chancre, it 
may be set down as epithelioma of the organ, in which case 
amputation of the penis might be practised most unneces- 
sarily. I remember a case I often used to see in the out- 
patients’ room of the hospital in which a gumma of the penis 
co-existed with deposit of gummatous matter in one of the 
testicles, phagedena being set up in both localities. The 
whole looked so like epithelioma that I thought the only 
chance for the man was amputation of the penis and removal 
of the testicle. Bearing in mind, however, the fact that I had 
treated the case some years previously for syphilis, I thought I 
would try large doses of iodide of potassium and tonics. The 
result surpassed my most sanguine hopes, and after a year 
or two, when I occasionally saw the man, I found a penis and 
scrotum deeply scarred, it is true, but intact. 

Gumma of the labium is very rare. I think I have only 
seen two cases, and both were in women past middle age. 
It can only be mistaken for epithelioma, but the previous 
history of the patient hose facilitates the diagnosis (at least, 
it did in my cases). 


CHAPTER: VEIT 
SECONDARY SYMPTOMS 


Tue study of the secondary symptoms is of vast importance, 
as in a large proportion of cases it is only on their appearance 
that the patient seeks advice, the primary lesion having been 
such a trivial affair that a false security has been not only 
entertained by the sufferer, but fostered also in some instances 
by the surgeon; so that many people are quite astonished 
when the eruption, mucous patches, etc., are ascribed to the 
innocent-looking, painless, and easily healed sore, or sores, 
which had made a fleeting appearance some weeks previously, 
and which, perhaps, had been regarded merely as herpes. 

The secondary symptoms of syphilis may be regarded broadly 
as eruptions, which appear on the surface, and remain on the 
surface, having no tendency to burrow or to destroy any tissue 
but that superficial to them—that is to say, the epidermis, as 
is seen by the desquamation that takes place, and therefore, 
leaving no scars, but occasionally slight stains, in contradis- 
tinction to the tertiary manifestations which, although in many 
cases also eruptions, always have a tendency to burrow and 
destroy the tissues beneath and around them, often running to 
suppuration and leaving considerable scars. 

The secondary eruption on the skin takes the form of a 
“squamous or papular erythema, having well-marked character- 
istics of its own, the principal and most important being the 
peculiar coppery-brown colour of the spots, which, when once 
seen, can never be mistaken for anything else; but this dis- 
tinguishing hue, in some cases, only shows itself some little 
time after the appearance of the rash, especially when this last 
is very diffuse. These spots are just below the surface of the 
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epidermis, which they cause to desquamate; and even when 
they begin as a kind of papule, they rarely seem absolutely to 
form a real ‘ pimple,’ nor to be raised at their edges or centre ; 
they have no tendency to inflame or to burrow, but fade away 
on the surface, and this is even the same in those rare cases 
where the eruption begins in a very modified vesicular form. 
During the process of desquamation, several of the spots may 
coalesce and form a large patch (this, as far as I have remarked, 
is more especially when part of the eruption is seen on the face, 
though the appearance of the secondaries on this locality is 
comparatively rare, luckily, perhaps, for the person affected, 
but without doubt unluckily for the rest of humanity). The 
colour of these patches has been compared by some authors to 
that of ham, but this peculiar shade is more marked in some of 
the tertiary manifestations. If the pressure of the finger be 
applied to the spots, they may momentarily be caused nearly to 
disappear, but not quite, as a more or less dark stain will always 
be left. The eruption gives rise to no itching or pain, and, except 
in a few cases, to which I shall presently allude, to no fever. 
It must be remembered, however, that in positions where the 
eruption would be exposed to the irritation of friction, or of 
natural discharges, there may be a good deal of itching, or 
even pain. This is seen between the thighs, or in the arm- 
pits, etc., and also in mucous patches, about the arms, or the 
corners of the mouth, etc. The absence of itching, with the 
eruption, is very characteristic of syphilis. 

A form of secondary eruption which I have sometimes, but 
not very often, noticed is what might perhaps be designated 
as ‘syphilitic lichen,’ but which I think is better classed under 
the term ‘syphilitic acne,’ although it can hardly be regarded as 
an inflamed condition of the sebaceous follicles, nor does the 
small black pin-head point often degenerate into a pustule. 
This syphilide shows itself on the body in a far larger number 
of little conical elevations than is ever seen in any variety of 
acne. It appears generally on the sides of the abdomen and 
on the fronts of the thighs, and gives rise to no itching; these 
characteristics, together with the larger number of the spots in 
a given area and their slight brownish coloration, serve to dis- 
tinguish this eruption from ordinary acne. I may, however, 
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point out that the brownish coloration in this variety of second- 
aries is less than that observed in any other secondary syphilitic 
skin eruption. 

A vast amount of names has been given by writers to 
secondary syphilides, but I think they can all be resolved into 
roseole and erythemata, which may be squamous or papular, 
the seat of their appearance, and the different amount of 
irritation to which they are subjected, producing various 
modifications. 

The mucous patch (plaque muqueuse), often miscalled mucous 
tubercle, though undoubtedly papular, must, however, be 
considered apart, as it possesses characteristics different to 
other secondary symptoms. One of these is evidently, as its 
name implies, that it is seen nearly always on mucous mem- 
brane or on skin which is in immediate continuation with 
mucous membrane. The skin which forms an exception to 
this rule is generally very thin and delicate, such as that of 
the penis and scrotum. Another, and undoubtedly the most 
important, property of the mucous patch is that it secretes a 
glairy fluid, which is highly contagious, giving rise to a syphi- 
litic chancre in another person, though quite innocuous if 
inoculated on the same individual. Indeed, as I have remarked 
before, it is certainly through these mucous patches that 
syphilis is generally propagated, especially from the female to 
the male, as they so often appear about the female genitals, 
and, unless irritated by neglect, dirt, or natural or gonorrhceic 
discharges, give rise to very little inconvenience. Their diag- 
nosis in this situation is not always very easy, particularly 
when no other symptoms seem to co-exist; and, as I have 
before pointed out, they may be supposed by the unwary to 
be simple (or so-called soft) chancres; this mistake I have 
known to happen. Mucous patches, too, if exposed to irrita- 
tion, are apt to ulcerate in a kind of indolent manner, as is 
seen sometimes on the tonsils. They also give rise to indolent 
glandular enlargements in their vicinity, such as those of the 
occipital, sterno-mastoid, and other glands. 

A form of secondaries which is very rare is that which is 
called the pigmentary syphilide. It is a rash of a dirty 
yellowish-black colour, and, I believe, has only been noticed 
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in women. It appears about the neck, and gives the appear- 
ance, at first sight, of the skin being very dirty and_ requiring 
a good washing. I recollect, many years ago, having a case 
pointed out to me by my late father, and since that time I only 
remember to have seen two other instances. 

Secondary symptoms on the skin show themselves from 
four to eight weeks after the appearance of the primary lesion. 
Mucous patches are rarely seen before the skin eruption. 
When they are present, the surgeon can nearly always detect, 
by close examination, some symptom on the skin of some part 
of the body, if only one or two spots, which, in these cases, 
are generally found, I think, either on the abdomen or the 
flexor surface of the forearm. However, I have seen cases 
where the plaques muqueuses have been indubitable, but where 
the most thorough search has failed°to bring to light the 
slightest specific spot on the skin. 

The seat of the skin eruption is, in order of frequency: the 
lower two-thirds of the chest, the abdomen, the front of the 
thighs and legs, the flexor part of the forearm and arm, 
the back of the neck, the scalp (especially at the beginning of 
the forehead), the posterior part of the thighs, the nates, the 
posterior part of the legs, the back, the posterior part of the 
arms, and the face. The so-called psoriasis of the palms of the 
hands and soles of the feet (really consisting of papulo-squamous 
syphilides) is, as far as I have remarked, of a later date, and is 
more coincident with the plagues muqueuses. ‘The more scanty 
the eruption the more it is confined to the first few places 
enumerated. When abundant, it may embrace them all, 
though rarely extending to the face. 

On the scalp, though beginning in the same way as on other 
parts, it may become much modified by the dryness of the 
epidermis and the irritation set up in the roots of the hair, so 
that thick crusts may be formed. This, too, very often causes 
the hair to fall off, though in nearly all cases we see the hair 
grow again when treatment has got the syphilis under control, 
showing the alopecia to be caused, not by any destructive 
ulceration about the roots of the hair, but merely by a syphilitic 
process affecting the roots. The same remarks apply to the 
falling out of the beard or eyebrows; indeed, the secondaries, 
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when they do appear on the face, seem to have almost a pre- 
dilection for the parts where the hair grows. The alopecia of 
secondary syphilis is said by some authors to be caused by 
a disturbance in the general nutrition of the body or to be a 
result of the anzemia of early syphilis, and to be a mere accident 
due to a failure of a full supply of nutrition to the hair papillz. 
I cannot concur in these opinions, as I have nearly always seen 
the hair fall off in patients the general nutrition of whose body 
was not in the slightest degree impaired and who certainly were 
not anzemic; and even in those cases which to the naked eye 
show no eruption on the scalp I regard the alopecia, as I before 
remarked, to be the result of a distinct syphilitic process affect- 
ing the roots of the hair. 

The thickness of the epidermis on the palms of the hands 
and soles of the feet also causes the eruption on these parts to 
be very persistent and refractory to treatment. 

It must be borne in mind that one of the most valuable 
diagnostic signs of the secondary eruption is its long duration, 
which may be of two or three weeks, and often more. A point 
to be recollected is, that this duration is not caused by the 
permanence of the same spots, but by a successive arrival of 
fresh spots, which appear whilst the first ones are fading, and 
these subsequent crops are by no means certain to be of the 
same variety as the one first seen; the latter may be simple 
roseola, the former may be essentially papular. 

Syphilides are often symmetrical on both sides of the body. 
Some authors have laid much stress on this circumstance, 
especially with regard to the mucous patches, being inclined 
to put it forward as a distinction between secondary and 
tertiary symptoms. As far as my own observations go, I must 
say I have failed to notice this symmetry of the secondaries 
sufficiently often to make it in my mind of importance in the 
diagnosis. ' 

The most common situations for mucous patches are the 
lips (sometimes extending on to the face), the tongue, the hard 
and soft palate, the pillars of the fauces, the tonsils, the pharynx, 
the penis (both mucous membrane and skin), the scrotum, and 
the anal regions (both mucous membrane and skin), the labia, 
and os uteri in the female. It is about the anus and labia that 
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the really papular form of the plaque muqueuse is well shown 
as condylomatous masses which are generally concomitant 
with neglect and dirt. 

The mucous patch, or plaque muqueuse, is absolutely patho- 
gnomonic of syphilis. Difficulties of diagnosis, and sometimes 
mistakes, may arise with regard to the primary .lesion, and 
even to some of the secondary and tertiary manifestations, but 
the instant the mucous patch is recognised, doubt can no 
longer exist. Other diseases may occasion ulcerations and 
eruptions, but nothing but syphilis produces the flat, red, 
slightly discharging, indolent-looking plaque muqueuse, which 
is, as it were, an eruption without being a rash, and an ulcera- 
tion without being an ulcer. This applies more particularly 
to those which may be correctly termed mucous patches, that is 
to say, which are situated on the mucous membrane. When the 
plaque muqueuse appears on a cutaneous surface, such as in the 
vicinity of the anus and female genitals, it takes a decidedly 
papular form, the papules having a great tendency to con- 
glomerate ; this too is very characteristic of syphilis, but 
hardly so absolutely pathognomonic as the mucous .patch on 
mucous membrane. 

Secondary syphilis sometimes affects the periosteum of the 
long bones as a sub-periosteal infiltration and inflammation ; 
this must not be confounded with the tertiary node, which is 
a disease of the bone itself. The periosteitis is, in my ex- 
perience, rather a late secondary manifestation. It nearly 
always gives rise to excruciating pains, especially at night. 
The joints and burse are occasionally, though not often, 
attacked by secondary syphilis; there may be a considerable 
amount of swelling and effusion. The great distinction 
between the secondary and tertiary affections of these parts 
consists in the different results of specific treatment: in the 
secondary manifestations, the good effect of treatment is at 
once apparent ; indeed, they will get well without any treat- 
ment at all, although their disappearance will be somewhat 
retarded in the latter case, whereas a gumma or a gummatous 
infiltration nearly always runs its course, in spite of treatment, 
the effect of the specific remedies being rarely manifested 
before the lesion has reached its last or breaking-down stage. 
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It is then that the ‘scavenger’ action of iodide of potassium is 
so apparent. Secondary syphilis very commonly affects the 
iris, Causing iritis; it is usually rather a late secondary mani- 
festation, and as far as my experience goes, it is by no means 
necessarily concomitant with severe cases of syphilis, as some 
authors maintain. Syphilitic iritis is one of the few secondary 
accidents of syphilis in which it is useful to administer rather 
large doses of iodide of potassium, and at the same time 
continue the mercury, though in my opinion it is better not to 
administer the two agents as one medicine, but rather continue 
the mercury in pills, and give the potassium iodide in solution. 
The jaundice which sometimes occurs during the secondary 
stage need give rise to no uneasiness, as it rapidly disappears 
with or without treatment. It is difficult to realize why 
catarrh of the bile-ducts, which is the commonly ascribed cause 
of this jaundice, should be set up in this situation by secondary 
syphilis, which is not known to produce catarrh in any other 
mucous passage not open to atmospheric influences. A more 
feasible theory, I think, would be that it is induced by changes 
set up temporarily in the bile itself under the influence of the 
syphilitic poison. 

Before leaving this short account of secondary symptoms, it 
may be as well to say a few words about what is called 
‘syphilitic fever.’ I think the term ‘fever’ too severe, for 
with the exception of a slight rise in the temperature, most of 
the ordinary pyretic symptoms are conspicuous by their 
absence. ‘Syphilitic fever’ occurs a few days before the 
evolution of the rash; it is not by any means a constant pre- 
cursor of the secondary symptoms, and is much more 
commonly seen in women than in men, and amongst the latter 
nearly always in those of a highly strung nervous tempera- 
ment; in fact, it may be regarded as almost essentially a 
nervous disorder. The most constant symptom accompanying 
the rise of temperature is intense headache, which may be 
paroxysmal, and is generally more intense at night; the 
tongue keeps clean, there is rarely any digestive derangement, 
and the urine remains normal; there may be flying pains 
about the limbs and joints. Rare cases have undoubtedly 
been seen in which the ‘syphilitic fever’ has proved severe 
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enough to be mistaken at first for one of the exanthemata, but 
these are certainly exceptions ; all doubt, of course, would be 
cleared up when the specific rash appeared, or even before, by 
the inability of quinine or other antipyretics to allay the 
feverish symptoms, which can only in these cases be grappled 
with by specific remedies. A better name than ‘ syphilitic 
fever’ would be ‘ syphilitic migraine.’ 


CHAPTER Ix 
TERTIARY SYMPTOMS 


In turning from the secondary to the tertiary manifestations of 
the disease syphilis, it must not be imagined that any such 
sharp line of demarcation can be drawn between them as 
between the primary lesion and the secondary symptoms. 
The difference is especially apparent with regard to the period 
of the appearance of the tertiaries: they are sometimes seen 
immediately after the secondaries, though generally they 
remain latent for months or years. In the former case the 
secondaries almost seem to merge into tertiaries, in the latter 
all signs of the syphilis disappear, and the patient thinks him- 
self perfectly well, and very likely gives up all treatment, only 
to be most disastrously reminded of his mistake after a variable 
lapse of time; for, as far as I have observed, these late 
tertiaries, occurring in patients who have utterly discontinued 
treatment after the disappearance of comparatively mild 
secondaries, supply the worst and most obstinate cases, with 
the exception of those very rare instances of what has been 
termed ‘ malignant syphilis.’ 

In tertiaries is seen the most malignant, destructive, and 
rebellious part of syphilis, and the surgeon who wishes to cope 
successfully with the whole disease must at the very onset 
look far beyond the primary chancre and the secondary 
symptoms, which, he must always bear in mind, are but feeble 
antagonists compared to the tertiaries with which he really is 
battling all the time; for it is to the suppression, or at any 
rate to the great mitigation, of these last that all his treatment 
really tends. 


62 SYPHILIS AND OTHER VENEREAL DISEASES 


Tertiaries are essentially destructive to the tissues in which 
they appear, having a tendency to extend by ulceration and loss 
of substance, not only laterally, but also deeply, in contradis- 
tinction to secondaries, which, as a rule, remain on the surface. 

As the plaque muqueuse is typical of secondaries, so the 
‘gumma’ is typical of tertiaries. 

Experiments and observation have proved that the tertiaries 
do not reproduce syphilis either by inoculation or by contagion. 
It must be remembered, however, that the experiments have 
necessarily been very restricted, and have only, as far as we 
know, taken place in cases of absolute, or what may be called 
‘late tertiaries.’ I have only just pointed out that secondaries 
seem sometimes to merge into what may be regarded as ‘ early 
tertiaries,’ the non-contagious nature of which might be open 
to some doubt. However, the two types, the plague muqueuse 
and the ‘gumma,’ certainly exhibit the wide difference of the 
former producing syphilis, if inoculated on another person, 
whilst the latter does not. 

It is convenient to consider tertiaries under the two aspects 
of ‘ early’ and ‘late,’ but no hard-and-fast rule can be made as 
to their appearance in this order, for many exceptions occur, 
such, for instance, as those in which the gumma, which is 
generally regarded as the latest tertiary manifestation, has 
appeared very soon after the secondaries. Under the head of 
early tertiaries may be mentioned the pustular eruptions 
known as syphilitic impetigo and ecthyma; indeed, these 
might almost be regarded as late secondary eruptions, and form 
a kind of connecting-link between the papular secondaries and 
the gummatous tertiaries. Between the two may be placed 
syphilitic rupia, after which appear the later tertiaries, some- 
times designated as tuberculous syphilides (a bad name, which 
is advantageously replaced by that of superficial gummata), 
and last of all the true or deep gumma. All these may merge 
into one another, especially the two last, but the later the 
manifestation in the order I have mentioned, the more rare and 
isolated are the patches of eruption, and the more severe each 
individual patch ; for example, there may be a large surface of 
syphilitic impetigo not causing much destruction of tissue, but 
gummata are not seen in great quantities, though each in- 
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dividual gumma sets up a arge amount of ulceration and 
destruction of the surrounding parts. The pustular eruptions 
impetigo and ecthyma may appear soon after the secondary 
stage, more especially the impetigo, authors generally agreeing 
that ecthyma is a somewhat later manifestation, confined to 
cachectic subjects; neither, however, may show itself for a 
year or two. The rupia comes still later. The syphilitic 
nature in all of these is often well marked by the ‘ham’ colour 
described by Fallopius. These eruptions are not more common 
on one part of the body than on another; they are often very 
obstinate to treatment, and last a long time, not unfrequently 
leaving scars. 

The deposit of gummatous matter in the layers of the skin 
forms the tuberculous syphilide or superficial gumma. When 
the deposit takes place deeper in the subcutaneous areolar 
tissue, a true or deep gumma is the result. The great 
characteristic of the gumma is its destructive power, not only 
to itself, but to the surrounding tissue, always therefore leaving 
scars. Under mucous membrane the evolution of the 
gummatous material is still quicker, and its destructive 
powers still greater, leaving great gaps, such as those seen in 
the palate, nose, etc., or forming bands of cicatricial tissue, 
and causing stricture, such as that of the rectum. 

When the gummatous material is deposited it generally goes 
through the stages of softening, ulceration, and lastly of re- 
paration, the time occupied by each stage (especially of the 
last) being variable ; sometimes, however, gummatous tumours 
disappear by a process of reabsorption. 

It is essentially in the tertiary stage of syphilis that 
phagedzena is met with. As I have before pointed out, the 
primary manifestation of the disease very rarely becomes 
phagedenic. A vast majority of thé cases quoted as phage- 
dznic syphilitic chancre are probably either phagedznic 
simple (soft) sores, or tertiary ulcerations of the penis. It 
must be remembered that the evolution and course of nearly 
all tertiaries constitute in themselves a process of phagedzena, 
which may be augmented and rendered more intense by a 
variety of causes, one of the most powerful being undoubtedly 
the constant abuse of alcoholic stimulants, whilst amongst 


64 SYPHILIS AND OTHER VENEREAL DISEASES 


others may be cited advanced age, mental worry, exposure, 
and physical privations. 

Gummata and gummatous deposits are not by any means 
confined to the skin, but may be met with in any part of the 
economy, often giving rise either by their ulcerative or their 
pressure effects to obscure symptoms, principally in those cases 
in which no skin affection co-exists; thus, in the lungs, the 
pericardium, the viscera (especially the liver), the blood- 
vessels, the nervous system generally, the spinal cord, the 
brain and its coverings, syphilis in its tertiary stage may 
produce lesions the diagnosis of which is always surrounded 
by difficulties. But whilst admitting that many of these 
obscure symptoms (particularly the ones connected with the 
nervous system, spinal cord, or brain) may often be traced 
and rightly ascribed to the poison of syphilis, yet it seems to 
me that often the evidence of their being syphilitic is very 
scant and problematical. There is a tendency to put all cases 
of obscure brain disease down to syphilis. The patient is 
questioned as to his having remarked any venereal affection. 
He may indistinctly remember to have had sores on the penis ; 
he may not recollect any secondary symptoms, or even he may 
only confess to have had a discharge ; nevertheless, his case is 
considered at once as one of tertiary syphilis—nay, more, I 
have read cases reported as tertiary syphilis in which the 
patient has absolutely denied ever having had any venereal 
disease whatever. On what then was the diagnosis founded ? 
Was it because the symptoms were mitigated by the ad- 
ministration of iodide of potassium? But it must be borne in 
mind that this salt can exercise its absorbent and alterative 
qualities on the system in morbid conditions which have 
nothing to do with syphilis, such as bronchocele, tuberculous 
enlargement of glands, etc.; so that I think it is well not to 
ascribe cases to syphilis unless absolute proof be forthcoming 
of the existence of that disease in the system ; and still further, 
that the mere fact of patients having had syphilis does not 
always warrant the sweeping manner in which all obscure 
symptoms in after-life are sometimes put down to that disease. 

On the other hand, bearing in mind the pathology and course 
of a gumma, we must not lose sight of the effect that one of 
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these tertiary manifestations would have on the brain or spinal 
cord. The complete consideration of syphilis of these regions 
would be beyond the scope of this work; it must suffice here 
for me to say that the medical man should constantly bear in 
mind that patients may be affected in this way, and should 
always be on the look-out for the slightest sign that the disease 
has attacked these parts, as it must be at once apparent how 
important is the early diagnosis of these lesions in order to 
begin (or, rather, to renew) treatment at once. Therefore, first, 
any signs of brain disease ; secondly, stiffness or pain in the back 
(especially when worse at night), hyperzsthesia of the limbs, 
girdle pains, optic neuritis, paresis, paraplegia, hemiplegia, etc., 
should rouse our suspicion in a patient known to be syphilitic. 

Tertiary syphilis affects the testicle in two ways: in one 
there is enlargement and infiltration of the testicle, in the other 
there is the development of a gumma, or several gummata, 
which run through the usual destructive course, and may 
produce fungous masses which pierce the scrotum and give 
rise to an appearance closely resembling cancer of the organ, 
so much so that the only feasible treatment appears to be 
removal of the testis. I recollect being struck with this 
point some twenty years ago, when I advised a patient at the 
hospital to have his testicle removed owing to the fungous 
masses which protruded from the scrotum giving rise to a very 
abundant purulent discharge, the whole testis being seemingly 
disintegrated and, as I at first thought, cancerous. The man 
refused to submit to operation; therefore, bearing in mind 
some remarks my father had made to me on this kind of 
case, I thought I would try what I thought to be a last and 
not very hopeful resource—-large doses of iodide of potassium 
with iron. The effect was extraordinary. In about a month 
or two everything had healed up, leaving, of course, a very 
scarred and retracted scrotum. I never forgot that case. I have 
often wondered whether the patient invoked more blessings on 
my treatment or on his own sagacity in refusing operation. I 
may also refer the reader to another, rather similar, case 
mentioned on p. 50, in which, however, gumma of the penis 
co-existed with the testicular lesion. Such a happy result, 
however, cannot be expected in all cases in this second series. 
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In the first series—chronic tertiary syphilitic enlargement of 
the testicle, or syphilitic sarcocele—the effect of iodide of 
potassium is certain if continued long enough. The best plan 
is to increase the dose up to the highest point the patient can 
bear without symptoms of iodism, and then, after a time, 
decrease it gradually if the good effects are maintained. 

Of course the diagnosis is surrounded by fewer difficulties in 
tertiary affections of the bones, joints, genitals, tongue, pharynx, 
larynx, etc., and it is amongst these, as well as on the skin, 
that the destructive and phagedenic properties of gummatous 
deposits are most frequently seen, accompanied occasionally by 
an utter indifference to specific treatment. 


Prognosis of Secondaries and Tertiaries. 


Before alluding to the prognosis of the tertiary symptoms of 
syphilis, it may be as well to consider that of the secondary 
symptoms. Now, the prognosis of secondaries merely as the 
secondary manifestations of the disease syphilis is good: they 
will certainly disappear in time, one may almost say, without 
treatment; but the prognosis of secondaries with regard to the 
disease syphilis itself (that is to say, with regard to the subse- 
quent appearance of more or less severe tertiaries) is quite a 
different question, and, if favourable, must, I think, be founded 
on a sufficient duration of proper treatment, and also on the 
patient’s constitution. 

The prognosis of tertiaries is a still more delicate point, and 
a favourable view must again be largely based on a sufficient 
duration of proper treatment during the two first stages of the 
malady, and also on a healthy constitution. One of the most 
unfavourable signs in my opinion in the tertiary stage of 
syphilis is an utter indifference of the symptoms to specific 
treatment. No definite prognosis can be given with regard to 
the reappearance of tertiaries after a first manifestation. 

There is a form of what may be regarded as very early 
tertiaries, called malignant syphilis, in which the prognosis is 
most unfavourable; this form, luckily very rare, is character- 
ized by a confluent ulcerative eruption, which invades all parts 
of the body, and is most rebellious to treatment, so much so, 
that the patient absolutely dies of exhaustion. 


CHAPTER. X 
TREATMENT OF SYPHILIS 


AFTER having glanced, in a necessarily somewhat cursory 
manner, at the primary, secondary, and tertiary stages of 
syphilis, I will now consider the momentous subject of the 
tveatment, not so much of any one of the stages individually, 
but of the disease syphilis itself; for the one great thing for 
the surgeon to invariably bear in mind, whether either the 
primary, secondary, or tertiary symptoms come under his 
notice, is that, whilst endeavouring with all his skill to 
alleviate the symptom in view, he must never lose sight for 
one moment of the all-important fact of having to deal with a 
constitutional disease (syphilis), to the combating of which all 
his greatest efforts must be directed. When, therefore, he sees 
a syphilitic chancre, his first duty is to impress most strongly on 
the patient that treatment (constitutional, not local), in order 
to be efficacious, must be continued for a long time, eighteen 
months, two years, even more—continued long after all external 
symptoms have disappeared, after the chancre is healed, after 
the secondaries have faded away. It is very often a most 
difficult task to persuade patients of this necessity ; the chancre 
is so small and easily cured, the secondaries are so evanescent, 
the sufferer (who really has not suffered) imagines he or she 
is well, treats the surgeon’s advice lightly, and does not follow 
it, or even, perhaps, thinks mercenary motives are at the 
bottom of the cautions to prolong the treatment. Then, aftera 
variable lapse of time, other symptoms appear; the patient 
recommences treatment, though with less benefit than if it had 
been steadily continued at first, and probably leaves it off again 


as soon as the visible signs have gone; even in some instances 
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the surgeon, or the little treatment which has been followed, 
gets blamed, or perhaps both. 

The only remedy for syphilis is mercury. This assertion has 
been contested by many, but, after standing firm against 
innumerable attacks, it has come out triumphantly at the 
present time as an almost undisputed fact. And how does 
mercury act on the disease? To this question I am inclined to 
give the following answer: ‘ Not only as a remedy, but almost 
as an antidote, by destroying the bacilli of syphilis, if the 
disease is caused by a bacillus, or the germ cells of syphilis, if 
these cells are the origin of the malady.’ At the present time 
this assertion is mainly based on theory, but I think we may 
still go farther and consider, or at least hope, that the period is 
not far distant when the duration of the specific treatment 
(i.¢., the administration of mercury) will be determined by the 
disappearance of the syphilitic bacillus, or of the syphilitic 
germ cell, from the patient’s blood. 

It is customary to regard iodide of potassium also as a 
specific in syphilis; this, I think, is a mistaken idea: iodide 
of potassium should be looked upon as a most powerful adjunct 
to clear away the effects of the disease, of which mercury has 
destroyed the poison. This is all the more apparent if it be 
remembered that iodide of potassium is of greatest value in the 
tertiary stage of syphilis, when it may be supposed that the 
bacillus, or the germ ceil, is no longer in a vital state, as the 
disease cannot then be communicated to another person by 
inoculation. Iodide of potassium acts by its absorbent and 
alterative qualities, this being especially seen in the gradual 
disappearance of gummata under large doses of the salt. To 
put the point in a homely way, the iodide of potassium may be 
considered as a kind of scavenger, to remove the refuse of the 
disease. 

Taking, then, as granted the different actions of the two 
drugs to be used in the treatment of syphilis (mercury, a 
specific, and it may almost be said an antidote; iodide of 
potassium, an absorbent, alterative and ‘ scavenger’), it 
will be evident that it is more advantageous to administer 
these remedies separately (that is to say, not in the same 
mixture). Let each act by itself. We cannot be positively 
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certain of the chemical changes which take place amongst 
drugs administered together when they are absorbed into 
the system; therefore in combining mercury and iodide of 
potassium in one draught we cannot be sure of the effect 
produced by either. This has often struck me when I have 
seen the very common prescription of liq. hydrarg. perchlor. 
and iodide of potassium, the good effects of which I have 
remarked more when absorbent properties were necessary 
than when any specific action of mercury was required; so, 
I should think, in such a preparation the iodide of potassium 
would tend to neutralize any specific action of the mercury. 

Mercury, then, should be administered by itself in syphilis 
—that is to say, as the metal, or as any one of its phar- 
maceutical salts; iodide of potassium may, if necessary, be 
given at the same period of the disease, but not in the same 
preparation, nor at the same time of day. However, if what I 
have just said concerning the different action of the two drugs 
be borne in mind, it will be seen that iodide of potassium being 
principally of service during the tertiaries, when, though it is 
sometimes, but not always, necessary to administer mercury, 
the taking of the two remedies, even at the same period of the 
disease, is not often indicated. 

As far as I have observed, it seems a sort of hard-and-fast 
rule that the treatment of primaries should be mercury, 
combined even sometimes with iodide of potassium; that of 
secondaries, the two drugs united; and that of tertiaries, 
iodide of potassium alone. This routine, though in the main 
based on sound clinical observation, must not be allowed to 
altogether influence the surgeon. He must always bear in 
mind that mercury is his sheet-anchor, whilst the iodide of 
potassium is but an adjunct. The administration of the latter 
in primaries I certainly never think necessary, but I have 
found it of value in the secondary stage, though only for the 
treatment of the essentially papular plaque muqueuse. 

This is especially the case when the plaques muqueuses 
affect the mouth and throat. It is an undoubted fact that in 
such cases the mercury seems at once to outrun its good 
effects, this being plainly shown by the tremendous salivation 
and soreness of gums which at once are produced by the patient 
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continuing to take the same dose of the metal that he may 
have been absorbing for weeks without any poisonous effects. 
Under these circumstances I always now stop the mercury 
entirely, and administer iodide of potassium (in small or 
moderate doses) with tonics, and this I continue till not only 
the mercurial poisoning symptoms, but also the plaques 
muqueuses in the above situations have disappeared, when of 
course the patient should resume the mercury. It is at this 
period that the surgeon has very often a great difficulty in 
making the patient understand the paramount importance of 
resuming the mercury. He, or more particularly she, has 
been so impressed with the disagreeable effects of the drug 
that a great repugnance is nearly always shown to its resump- 
tion. Needless to say that it is the medical man’s most im- 
perative duty to bring every argument to bear to prevent the 
patient leaving off all treatment. 

For the tertiaries iodide of potassium is of great service, as 
its ‘scavenger’ properties are then brought into play; but in 
obstinate tertiaries the surgeon must not hesitate to begin 
another course of mercury, acting on the theory that the bacilli 
or the germ-cells of the disease have not completely been 
destroyed. 

The great and all-important point, however, which has no 
reference to the stages of the disease, but which the surgeon 
should always have present in his mind, and which the teacher 
should never be weary of repeating, is that the treatment by 
mercury should be continued for at least eighteen months, 
and, if possible, for over two years, from the beginning of the 
disease ; and this treatment, to my mind, has for its object to 
so destroy the disease itself as to mitigate, or altogether 
prevent, the ¢evtiavy manifestations. 

For my own part, I do not believe that secondary symptoms 
‘can ever be prevented by treatment ; were it so, would it not be 
evident that the disease was at an end, and that any further 
administration of mercury would be of no use? It always 
seems to me that the cases in which this prevention has been 
supposed to take place must have been instances either in 
which simple (soft) sores have been mistaken for syphilitic, or 
in which the secondaries have been so slight as to escape 
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detection. As to simple sores being mistaken for syphilitic 
ones, I have pointed out before, there is often a kind of doughy 
induration about simple sores which, as induration has been 
looked upon, I think, to a too great extent as the symptom of 
a syphilitic chancre, has led to the mistake. The conclusive 
proof needed for the possibility of there being an abortive 
treatment of syphilis would be to take a series of cases in 
which inoculation from the sore on the same person had pro- 
duced no effect (in order to be sure the chancre was syphilitic), 
and then see whether the administration of mercury would 
prevent in any one of the series the appearance of secondary 
symptoms. 

With regard to the secondaries being slight, it must have 
struck every surgeon how difficult it is in some cases, when 
there has been no doubt as to the chancre being syphilitic, to 
find the secondary rash; but, on careful examination, he will 
always detect something, if only one ov two spots ; and, in my own 
experience, this difficulty by no means happens in cases which 
have been treated from the very beginning, but very often 
occurs in those which have undergone no treatment whatever ; 
whilst, on the contrary, I have seen many cases, which have 
been treated most carefully from the first, in which the secondary 
manifestations have been very severe. 

I therefore do not think the treatment, which, we must 
remember, to be efficacious for after-life must extend over two 
years, can have much effect on the more or less severity of the 
secondary symptoms (that occur within two or three months) ; 
this difference in their severity seems to me to depend more on 
some idiosyncrasy of the patient. 

The first idea which may arise in the surgeon’s mind at the 
sight of a syphilitic chancre (on the principle that prevention is 
better than cure) is that of excision. In my opinion, it is an idea 
which had better be banished for ever. How can a disease be 
cured by removing a symptom, even supposing that symptom 
not to return? Does not the very fact of the length of incu- 
bation, together with the glandular enlargement, point out 
that the disease syphilis has invaded the system before even 
the chancre appears? One might as well propose to cure, or 
prevent, scarlet fever by the excision of the inflamed tonsils. 
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As I have before mentioned, I have heard of a case in which a 
syphilitic chancre of the penis had been mistaken for epithe- 
lioma, and the entive organ amputated; this, however, did not 
prevent the appearance of the secondary symptoms at their 
usual time. I have heard it gravely argued, with regard to the 
excision of a syphilitic chancre, that the method should not be 
employed excepting in cases where the chancre was on the 
prepuce, or at least in a situation where the excision would 
leave no great scar. Does not this argument militate against 
those who advocate the procedure? For if excision of the 
syphilitic chancre prevented, or even gave a chance of pre- 
venting, the system being invaded by the disease syphilis, how 
gladly would every patient have it done, without regard to any 
question of scars ! 

Having now considered generally the treatment of the 
disease syphilis, it will be as well to point out more in detail 
the remedies to be administered at the different stages of the 
malady. 

When a sore has been diagnosed as a syphilitic chancre (and 
this, though often difficult, may be simplified by strict attention 
to the various indications which I have before mentioned), the 
surgeon’s first duty is at once to begin the mercurial course, 
and at once to impress on the patient the necessity of con- 
tinuing the treatment for about two years. 

No set rule can be laid down as to the preparation of 
mercury which is to be employed. The great thing is to 
administer the metal in the form and in the manner most 
suitable to the individual case. All the pharmaceutical pre- 
parations of mercury are excellent; all the modes of giving it 
are good; but, as the treatment must necessarily be continued 
for a long time, the surgeon must find out, not only the form 
of the drug most suitable to his patient’s constitution, but also 
the manner of its absorption which is the least unpleasant to 
the sufferer ; for we can hardly expect a person to continue 
during two years taking a remedy which is nauseous to the 
taste, or whose application gives rise to a good deal of trouble. 

It is for this last reason that I very rarely prescribe inunc- 
tions ; not only are they dirty, but their use takes time, and 
gives rise to much worry. There is no doubt, however, that 
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in some rare cases, especially, according to some observers, in 
cerebral syphilis, mercury is borne better, and its effects more 
quickly produced, with them than with any other mode of 
administration. It would then, of course, be the surgeon’s 
duty to advise their use. 

The same remarks apply to subcutaneous injections, without, 
however, the dirtiness, the absence of which is counterbalanced 
by the danger of the formation of an abscess at the place of 
injection, and by the pain accompanying the introduction of 
the needle, which, though slight, is still sufficient to make 
some people dread the operation. It must be remembered, 
however, that by this method the effects of the metal are very 
quickly produced, and are very much under the surgeon’s 
control, so that in some cases these subcutaneous injections 
may prove useful, but, in my opinion, should only be continued 
for a short time. 

With regard to hypodermic injections, it is preferable, 
according to some authors, to employ the insoluble preparations 
of mercury, as they cause the metal to remain longer in the 
system, but a great disadvantage of their use, according to 
Neumann, is that one cannot tell how much of the mercury 
injected has been absorbed in a given time, so that there is 
always the possibility of a too large amount of the drug being 
in the system at once. 

Both inunctions and subcutaneous injections are very ex- 
cellent ways of beginning the treatment; but, in order that 
the patient may continue taking the metal after all external 
symptoms have disappeared, the practical surgeon will, in 
almost all cases, find it necessary to revert to the method 
which is the easiest and least unpleasant for the patient, 
though, perhaps, not so much under control—viz., that of 
absorption by the mouth. 

In whatever way mercury is administered, it should be 
given cautiously, and its effects watched. It is a sad mistake 
to push it too far. At the first signs of any poisoning of the 
system by the drug (.¢., salivation and sore gums), it should 
be stopped, but, of course, only for a time. These signs show 
us that the remedy has outrun the disease, but not by any 
means cured it. If, on the resumption of the treatment, 
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salivation, etc., comes on again in a short time, another pre- 
paration of mercury, or another method of exhibiting the 
metal, should be tried; for undoubtedly the best treatment 
must be that one which holds the syphilis without giving off 
to the system any waste of mercury. 

For two reasons it seems to me that syphilis is one of the 
most difficult diseases to treat. In the first place, there is the 
difficulty of persuading the patient to go on with the remedy 
for a sufficient time after both the primary lesion and the 
secondary symptoms have disappeared, and he feels perfectly 
well; in the second place, there is the difficulty of keeping the 
mercury within bounds, giving not too little, but just enough 
to wrestle with the malady, and only that—in fact, to put it 
broadly, ‘not too much mercury, but just mercury enough.’ 

Whatever be the method employed, it certainly should be 
the one which suits the patient best in every way. I certainly 
do not believe in always increasing the dose to a large extent 
because the symptoms are severe. On the contrary, the 
severe symptoms seem to me but an extra effort of Nature to 
throw off the disease; and I have often remarked in such 
cases how much more easily people are salivated (this applies 
only to the secondary manifestations). It is well, therefore, to 
remember the Italian adage, Chi va piano va sano, and not 
deluge the patient with a large excess of mercury because the 
symptoms become more alarming. The dose may, perhaps, 
be a little increased, but with great caution; and the surgeon 
must never lose sight of the general health, which should be 
kept up and improved, in order to give the strength to bear 
the battle which is going on within the system. 

The preparations for inunctions most used are the ordinary 
mercurial or blue ointment and the oleate of mercury ; about 
a drachm of either may be rubbed in to any part of the body 
where the skin is thin; this may be done once a day or more, 
if the surgeon deem it necessary, but the effects must be 
watched carefully. 

Various salts of mercury held in solution have been sub- 
cutaneously injected by different surgeons. The objections 
to this mode of administering the metal in a treatment 
which.must be continued for a considerable period of time 
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seem to me: the pain and inconvenience to the patient ; 
the necessity of the presence of the surgeon to perform the 
operation, which, though trivial in itself, must be looked 
forward to by the patient with a certain amount of dread; and 
the danger of the formation of a slough or abscess. However, 
in some exceptional cases, the subcutaneous injection may be 
of service, especially in those where the surgeon thinks it 
necessary to employ the drug powerfully and quickly; but 
when the crisis is passed he should return to the administra- 
tion by the mouth in order to continue and perfect the 
treatment. 

For this, I say again, no one preparation can really be said 
to be very much superior to another. All the combinations of 
mercury which can, according to dose, be absorbed into the 
system through the mouth are excellent ; but it is the surgeon’s 
duty to find out which one suits the individual patient he is 
treating, not only the one which most evenly balances and 
eliminates the symptoms without going beyond, but also the 
one which is most easily and pleasantly absorbed; for, I 
repeat, the surgeon will rarely, even in the most educated 
persons, be able to persuade the patient to continue the treat- 
ment for months and months after all visible symptoms have 
disappeared, unless that treatment be, comparatively speaking, 
easy and pleasant. Therefore, when the preparation of mercury 
is found which in the surgeon’s opinion is most suitable to the 
case, it should be given in the smallest possible pills, which 
the patient can then even carry about in his pocket ready for 
use without inconvenience. 

Personally, for many years, I have prescribed, with very 
satisfactory results, the proto-iodide of mercury in doses of 
half a grain or one grain, once or twice a day in a pill, com- 
bined with .a little extract of opium and a grain of extract of 
gentian. 

The local treatment of the sore itself is generally a very 
simple matter ; in a large proportion of the cases where several 
small sores are present no local application is really necessary, 
as they heal readily under the constitutional treatment, or even 
without it. How many instances are seen (especially in 
women) where the patient applies to the surgeon only when 
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the secondary symptoms appear, the sores themselves having 
given little or no inconvenience, and the slight scars left by 
them being very difficult to find. Still, a lotion should always 
be given for application when the case is seen before the sores 
are healed, as its use not only promotes habits of cleanliness 
and removes any slight discharge which may exist, but also 
eases the mind of the patient by the proud consciousness that 
he is doing something besides taking a few inoffensive-looking 
pills. In cases of a single typical indurated chancre a lotion is 
always necessary. It is very useful sometimes to dust the 
chancre over with calomel powder; this is more particularly 
the case in women, in whom it is rather difficult to keep a 
lotion applied. The best lotion is most certainly the ordinary 
black-wash. It should be used in the same way as I have 
described for the simple or ‘ soft’ sores, but the application is 
always very much easier to the syphilitic lesion, as there is 
rarely any pain in drawing back the foreskin except when the 
chancre is on the freenum, in which position it often heals with 
difficulty, owing to the mechanical irritation. I have so often 
seen a syphilitic chancre in this situation, which has obstinately 
refused to improve, heal rapidly and without any trouble 
when the frenum has been divided, that I am much inclined 
to advise that procedure whenever I see an angry-looking 
syphilitic chancre in that position; for, whereas simple sores 
on or about the frenum would soon destroy it, a syphilitic 
chancre takes a considerable time, and gives rise to a great 
deal of pain before it cuts through the ‘ bridon,’ and often has 
a great tendency to merely burrow under it. 
_ How well a chancre of the urethra shows what an innocent 
thing a syphilitic sore really is! What havoc a simple, or ‘soft,’ 
sore would make in this situation! and yet we see the urethral 
syphilitic chancre heal up rapidly, being hardly influenced by 
the irritation of the urine which is constantly passing over it. 
If the granulations of the primary lesion become excessive, 
they should be lightly brushed over with nitrate of silver; but 
the thorough cauterization which is so often necessary for the 
simple, or ‘soft,’ sores is never required for the syphilitic 
chancre, except in those rare cases in which it becomes phage- 
deenic; then the local treatment would be the same as when 
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simple sores are similarly affected, being directed against the 
phagedeena, not against the syphilis. This last, of course, 
should never be lost sight of, though the patient’s constitu- 
tion should at the same time be fortified by tonics and 
generous diet. 

The hard, marble-like glands in the groin may be painted 
with tincture of iodine, or glycerine of belladonna applied to 
them; the latter necessitates a great deal of trouble in keep- 
ing the parts clean. After all, it is not really imperative to 
apply anything to the indurated glands, but if they become 
painful they should be poulticed, not with the idea of favour- 
ing suppuration, but merely to allay the pain and inflamma- 
tion, and it is wonderful how rarely an abscess is formed in 
these cases. The glands are swollen, may be very painful, 
and even the skin may get a little red, but over and over again 
I have seen these symptoms go away as if by enchantment 
under poultices, which one would imagine apt to favour sup- 
puration. When the small superficial abscess does form, it 
should be opened, and after the pus is evacuated the wound 
heals easily, never giving the trouble of a bubo produced by 
simple sores. 

The treatment of the secondary symptoms consists in the 
continuation of the mercury. It is specially during severe 
skin eruptions of this period that the mercurial vapour bath 
is so very useful, and undoubtedly the best method of admin- 
istering this is through the medium of a large wooden box, in 
which the patient can comfortably sit on a cane-bottomed 
chair. The front of the box is a door on hinges, and the top 
a lid, also on hinges ; in the centre of the lid is a round hole 
large enough to admit the patient’s head. The patient, abso- 
lutely nude, is to sit on the chair; the door and lid are closed, 
so that nothing is visible but the head of the individual, pieces 
of flannel or towels being placed between the neck and the 
edges of the hole in the lid. The door is then partially opened, 
and a lighted spirit-lamp, having attached above it a metal 
plate supported on thin metal legs, the whole being surrounded 
by wire gauze to protect the flame, is placed beneath the chair, 
about a drachm of calomel having been previously put on the 
metal plate. 
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Plaques muqueuses should be lightly brushed over with nitrate 
of silver. I have before remarked that patients with mucous 
patches about the throat, mouth, or tongue are very intolerant 
to mercury ; salivation, etc., very soon sets in. For these cases, 
and in these only during the secondary stage, the administra- 
tion of iodide of potassium is indicated, though the mercury 
should be continued, but in very small doses, and this is not 
always possible; neither is it necessary to give the iodide of 
potassium in the large doses often requisite in the tertiary stage. 

When the skin eruption is very severe, it is as well to 
combine the mercury with arsenic, and Donovan’s solution 
is of great service. 

The application of ointments to plaques muqueuses about the 
genitals, or to papular eruptions of the skin, has a very salu- 
tary effect. The best ointments for this purpose are the 
calomel ointment and the ung. hydrarg. ammoniat. 

The use of hot-water baths should be encouraged, and when 
crusts form on the scalp they should be well washed with 
common soap and warm water before an ointment is applied. 

When the secondary symptoms have disappeared, the 
surgeon has to face a great difficulty, and that is, to persuade 
his patient to continue the treatment. So long as there is 
something visible on the skin or mucous membrane, the patient 
will go on taking his remedies, but when all these external 
manifestations have vanished—when he feels quite well—then 
he will begin to consider it hardly worth while to prolong his 
treatment, and it is often useless to endeavour to convince 
even reasonable and well-educated people that perseverance 
in the mercurial course for two years will give them the best 
chance of immunity from tertiaries and of having healthy 
children in the future; yet, hard as it is to inculcate this 
conviction, the surgeon’s duty is undoubtedly to try his best 
to do so. 

When tertiary symptoms appear, I think a resumption of 
the mercury is indicated, though the drug should be prescribed 
in smaller doses, and should not be continued so long as 
during the other periods of the disease. It seems to prepare 
the way for, and facilitate the action of, the ‘ scavenger,’ iodide 
of potassium. It is during the tertiary manifestations that the 
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latter should be administered in large doses. The tertiary is 
most certainly the worst and most obstinate phase of the 
disease syphilis, and the one which more especially wears out 
the patient’s constitution; therefore, bearing this in mind, and 
also the fact that iodide of potassium in the necessarily large 
doses required is a very depressing remedy, the surgeon should 
pay special attention to his patient’s general health, which 
should be improved and kept up as much as possible by 
generous diet, tonics, and change of air and scene. To this 
last, as well as to the absorption of their various waters, may 
probably be ascribed the great improvement in many cases at 
the mineral springs abroad and in England. 

Some cases bear the iodide of sodium better than the iodide 
of potassium, the former salt being more readily tolerated by 
the stomach and being more assimilable than the latter ; 
and a very useful thing sometimes, especially in women and 
in weakly men, is to combine either salt with the iodide of 
ammonium to minimize depressant effects. 

Before leaving the subject of treatment of syphilis, I think 
it only right to mention the one advocated by Dr. J. F. Larrieu, 
who has written a very interesting, if not convincing, book 
on the ‘Prompt and Radical Cure of Syphilis’ by a method 
which he asserts he has tried with success for ten years, and 
which consists in the following procedure, to quote his own 
words: ‘ Order the patient to take every morning, on an empty 
stomach, in a little water, and for twenty consecutive days, 
from 3 to 4 drops of tincture of iodine recently prepared, or 
else 3 drops of tincture of iodine and a tablespoonful of a 
solution containing about 300 grains of crystallized iodine of 
sodium to 8 ounces of water. After an interval of from ten 
to fifteen days, this treatment to be resumed for a similar 
period, and resumed again once or twice after the same in- 
terval, according to the state of the patient’s blood.’ This 
internal treatment is preceded by cauterization of the chancre 
with Vienna paste, together with daily light inunctions of the 
glands in the groin with mercurial ointment recently prepared. 
The result of this method, Dr. Larrieu asserts, is disappear- 
ance of the induration of the chancre, even in the most un- 
favourable cases, by the tenth day, and the return of the 
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ganglionic enlargement toits normal state; and, again to quote 
his words: ‘It is then in vain to look for secondary symp- 
toms.’ If, however, the patient is only seen after the appear- 
ance of the secondary symptoms, the internal treatment is 
identical—that is to say, the tincture of iodine with the iodide 
of sodium solution ; but white precipitate ointment, made up 
with glycerine of starch, is to be lightly rubbed on to the 
cutaneous syphilides. (It must be remembered that the 
French tincture of iodine is very much stronger than that of 
the British Pharmacopeeia.) This treatment is to be con- 
tinued during fifteen or twenty days each month for five to 
eight months, and Dr. Larrieu specially enjoins that the dose 
of the internal remedy is never to be increased, whatever the 
real or apparent gravity of the symptoms. 

It must be confessed that Dr. Larrieu’s treatment appeals 
to us by its very simplicity. Personally, I was so much in- 
terested in his book, and so much taken with the admirable 
and scientific manner with which he puts forth his proposi- 
tions and examples, that I felt bound to make a trial of his 
methods. My experience of them has, I am bound to say, 
been disappointing, but has, I confess, not been sufficient for 
me to absolutely refute his dictum that syphilis can, in its 
primary stage, be aborted, and in its secondary stage entirely 
cured, by the administration of tincture of iodine. I have 
prescribed the treatment only in a very few cases, and in these 
few I have always had an uncomfortable feeling that I was 
not doing justice to my patients in withholding mercury from 
them. 


GPE Re xT 
¢ GONORRHGA 


GONORRHGA consists of a specific and very infectious dis- 
charge from the mucous membrane of the urethra in man. 
In the woman, Nature, to make up for the shortness of the 
urethra, gives the malady the run of the mucous membrane 
of the vagina, the urethral discharge, when present, being 
probably produced by the vaginal, for the latter must neces- 
sarily come first, being the seat of the infection; so that when 
we find a woman with a discharge from the urethra as well as 
from the vagina, we may conclude she has had the disease a 
little longer than one in whom (ceteris paribus) there is only 
a discharge from the vagina. Microscopical examination of 
the discharge will reveal the gonococcus of Neisser. 

Too much stress, I think, has been laid by some authors 
on the sharp division of the affection into anterior gonorrhcea 
and posterior gonorrheea, with a different treatment for each. 
When the gonococci enter the urethra at the meatus during 
connection with an infected woman, I see no reason why they 
should not penetrate even at once to what is designated as the 
posterior urethra; that is to say, that part of the canal which 
is posterior to the compressor urethree muscle. This muscle, 
besides its action during connection in the expulsion of the 
spermatic fluid, may be considered as (regarding the two 
muscles as one, according to Wilson) the principal agent in 
keeping the penis in an erect state, in which condition all 
parts of the urethra are necessarily dilated, and as the entrance 
of the gonococci would probably take place after the expulsion 
of the semen, the tendency of any tube after forcible expulsion 
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of aliquid through it being to suck in any quiescent fluid in 
contact with its extremity, there would be just as much, if 
not more, likelihood of the contamination extending at once 
beyond the membranous portion. This contamination of the 
whole canal is evidenced, I think, by those very common cases 
of painful nocturnal emissions, accompanied by erection and 
chordee, seen with intense inflammation of, and discharge from, 
what is called the anterior urethra. This last may possibly 
account for the chordee, but not for the erection, accompanied 
by painful emission, which would indicate mischief farther back 
in the urethra. 

The incubation of gonorrhoea varies generally from two and 
three to’ five or eight days or more; but it is not often the 
surgeon sees a case in the out-patient room before the dis- 
charge has become purulent; that is to say, six or seven, or 
even more days after contagion. ‘This applies to men; much 
longer time often elapses before women apply for relief, as 
they nearly all think, or say they think, the discharge is 
‘leucorrhcea,’ or what is commonly termed ‘the whites.’ This 
mistake may, however, really happen to women who have no 
knowledge of having been contaminated, for the discharge in 
both sexes, at the very beginning of the malady, is thin, 
watery, and almost white, this being accompanied by a feel- 
ing of heat and general malaise. All these symptoms go on 
increasing for two or three days, the discharge passes from 
white to yellow and yellowish-green, and increases much in 
quantity, whilst, at the same time, the feeling of heat becomes 
a burning pain on passing water, sometimes very great, and 
so intolerable the patient dreads performing that function, but 
more often slight, or altogether absent, even when the dis- 
charge is very profuse. 

In the former cases a great deal of race may be seen 
along the mucous membrane on separating the lips of the 
meatus, and the penis itself may become red, much inflamed, 
and quite turgid; but very often in the latter cases these last 
symptoms are altogether absent, and one feels quite surprised 
to see such a thick purulent discharge show itself without 
those signs we are taught to associate with inflammation, 
namely, heat, pain, redness, swelling. Of course it is well to 
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bear in mind that between these two extreme trains of symp- 
toms there are many variations in different cases, but I think 
that, as a rule, the accompanying inflammation of the urethra 
and penis in gonorrhoea is not as great as the copious and 
virulent nature of the discharge would lead one to expect. 

With regard to the incubation of the disease, it is often very 
much longer than what I have stated above; I have seen 
cases where the discharge has only appeared eight or ten days 
after connection. As an example, I may quote a young gentle- 
man under my care who positively “assured me that he had 
not performed the sexual act for fifteen days previous to the 
malady declaring itself. In another case, at the hospital, 
which I had been treating for simple chancres, the gonorrhcea 
only appeared twenty-one days after I had first seen the 
patient, or twenty-three days after connection, as the man 
stated he had certainly not laid himself open to infection since 
his first visit. The incubation of the disease may therefore be 
said to be from three to fifteen days or more; very often from 
three to six, rarely from six to fifteen or more. 

The diagnosis of gonorrhoea is generally very easy; the 
discharge caused by urethral chancre may be mistaken for it, 
but in the latter we have the character of the discharge, which 
is glairy and viscid, and does not come with a gush when the 
penis is pressed from behind forwards; the incubation of the 
disease, which (urethral chancre being always syphilitic) is 
invariably at least a fortnight, and may be six weeks; the 
characteristic indolent enlargement of the glands in the groin, 
which on one side at least feel like marbles under the skin; in 
most cases the chancre itself, which very often can be seen 
on separating the lips of the meatus; and in some cases the 
localization of the pain, whether in passing water or not, to 
one particular spot in the urethra. All these symptoms being 
absent in gonorrhoea, their presence would materially assist 
the surgeon in his diagnosis, whilst of course any induration of 
the chancre felt in the urethra, and the appearance of the 
secondary symptoms of syphilis, would confirm the presence 
of a urethral chancre, and on the other hand the presence of 
the gonococcus, as revealed by the microscope, would show 
gonorrhcea to be present. It must, however, be remembered 
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that the two diseases may be present at the same time, so that 
an indolent glandular swelling in the groin, with a persistent 
discharge from the urethra, should always be looked upon 
with suspicion, and a careful examination should at once be 
made. 

After carefully comparing various statements made by 
patients with urethral discharges, I have come to the con- 
clusion that there exists very often a much milder form of 
gonorrhcea in men, which in reality should not be given that 
name at all, but should be given an analogous denomination 
to leucorrhoea in the female, particularly as it is often caused 
by the presence of that discharge in the woman, and also by 
connection during the menstrual period, more especially when 
a large quantity of beer, wine, or spirits has been absorbed 
immediately before and after the sexual act. 

This was called by Diday urethrorrhcea; it is characterized 
apparently by the entire absence of the gonococcus. I say 
‘apparently’ because I consider it very probable that the 
gonococcus is present in these cases, though in a form or 
shape that has not yet been discovered, and I base this theory 
on several points. 

In the first place, it is certain that this urethrorrhcea (mis- 
called, in my opinion, non-specific urethritis), if neglected and 
irritated, will soon exhibit in the discharge the presence of the 
gonococcus. Secondly, it has been proved that no non-specific 
matter will set up a discharge in the healthy male urethra, or in 
the healthy vagina or urethra in women—witness the copious 
purulent discharge in balanitis which bathes the meatus, and of 
which some portion must enter the urethra, especially in a patient 
with a tight foreskin ; witness the passage of purulent material 
through the urethra in cystitis and pyelitis, both in men and 
women ; witness the bathing of the walls of the vagina by pus 
from the uterus. Thirdly,it is a fact that this urethrorrhcea, either 
in man or woman (in the woman it would be more correctly 
designated vaginorrhcea), will produce a similar discharge in a 
healthy person of the opposite sex. Fourthly, I believe it would 
set up gonorrhceal ophthalmia if applied to the conjunctiva; 
this, as far as | am aware, has never been absolutely proved, 
but how else can we account for the large number of cases of 
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specific ophthalmia neonatorum? as it is not likely that the 
gonococcus could be shown to be present in the discharges 
from the mothers of all the affected children. 

Taking into consideration all these points, I do not think it 
unreasonable to suppose that the discharge in these cases of 
urethrorrhcea or vaginorrhcea must contain some specific 
organism, and, accepting this proposition, this organism can 
certainly be no other than the gonococcus in a sporular form, 
invisible even to the highest powers we as yet possess with 
the microscope. This would account for the discharge turning 
into that of true gonorrhoea when neglected or irritated, as the 
sporular gonococci would then be placed under the most 
favourable conditions for their development, whilst, on the 
contrary, treatment would completely destroy them, for any 
organism must be more easily killed when in a sporular state. 

It is now an accepted idea that after a gonorrhoea has been 
cured, it is apt to still remain latent in various parts of the 
urethra or vagina, so much so that connection with such a 
person may still be dangerous, though I believe that, in nearly 
all such cases, what is set up is the so-called non-specific 
urethritis ; therefore I am of opinion that the gonococcus itself 
having been destroyed, there still remains its spore, and I 
believe that all these cases of urethrorrhcea and vaginorrhcea 
are contracted from persons who have already suffered from 
gonorrhcea, and who have been cured, but in whom the 
sporular gonococcus still persists, though impossible of detec- 
tion even by the highest microscopical power yet invented. 
I am, however, far from asserting that it necessarily subsists 
in all persons who have had gonorrhcea, though, if it does, 
it must evidently only set up urethrorrhcea or vaginorrhcea 
when it is brought into activity by some extraneous cause. 
I do not think any purulent or other discharge in a virgin 
would set up urethrorrhcea in the first man with whom she 
had connection. Perhaps, to stretch a point, it was some idea 
of this kind that in old days led to the absurd belief that con- 
nection with a virgin was a cure for gonorrhcea. 

This kind of discharge comes on very soon after connection ; 
I think I may safely say in never more than two or three days. 
It is soon subdued by treatment. If treated, it pursues a mild 
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course, and soon disappears (this fact at once distinguishes it 
from gleet), and the surgeon very often gets a great deal of 
kudos for having cured a discharge so quickly ; but if irritated 
by sexual or alcoholic excesses, or even if only neglected, it may 
develop into true gonorrhcea, and this explains some cases in 
which the patient is quite surprised at having a discharge, not 
having been exposed to infection; as, for instance, a married 
man. Still, however, the surgeon must accept patients’ state- 
ments with all reserve, as it is very convenient for a married 
man to ascribe his discharge to the menses of his wife in order 
to hide his own peccadilloes. 

The prognosis of gonorrhoea in men is of course favourable. 
A case properly treated, particularly one in which the patient 
observes all the hygienic measures recommended him by the 
surgeon, ought not to last longer than two months, and may 
be well in a fortnight ; by this I mean the gonorrheea itself, for 
in all probability will be left behind that bugbear of the surgeon, 
and désespoiy of the patient, gleet, of which I will have more to 
write anon. Yet sometimes the gonorrhcea itself seems to defy 
the surgeon, though I am convinced that in such cases the 
practitioner, by careful investigation and questioning, can 
always find that the joint in the armour is the neglect on the 
part of the patient of some simple precaution. 

The prognosis of the sequele of gonorrhcea in men, however, 
is not so favourable. Gleet will often lead to stricture of the 
urethra, whilst epididymitis itself, always very painful and 
sometimes difficult to cure, may, if it affects both epididymides, 
lead to sterility ; some observers assert that double epididymitis 
invariably does so. The various affections of the joints called 
gonorrhceal rheumatism, too, are often very rebellious to treat- 
ment. 

In women, the sequelz of gonorrhcea unfortunately are very 
often exceedingly serious, setting up extensive damage in the 
pelvic organs. 

The mention of gleet as a sequela of gonorrhcea naturally 
leads the mind on to stricture of the urethra, but I do not 
believe either gonorrhcea itself or the proper use of injections 
to be answerable for all the strictures of the urethra, which are 
so commonly ascribed to one or both of these causes. I make 
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this assertion with all reserve, but I quote from those who are 
eminently capable of judging, and will compare these dicta: the 
late Mr. Berkeley Hill, in his admirable work on ‘ Venereal 
Diseases,’ said, speaking of the seat of gonorrhcea, ‘ Beginning 
at the first inch of the urethra, especially affecting the fossa 
navicularis, the inflammation spreads onwards and, though it 
usually (the italics are mine) pauses at the bulbous part, may 
extend through the whole of the urethra to the neck, and even 
the interior of the bladder.’ Sir Henry Thompson, in his 
excellent work on stricture, states, as the result of numerous 
observations, that stricture is more frequently met with at the 
junction of the spongy and membranous portions of the urethra, 
next about an inch anterior to this, and most rarely as far back 
as the membranous portion itself; so that if gonorrhcea usually 
pauses at the bulbous part of the urethra, and stricture is more 
frequently met with at the junction of the spongy and mem- 
branous portions, it is hard to reconcile the view that gonor- 
rhoea so often causes stricture with the fact that the latter 
more frequently occurs at the point where the former usually 
pauses. 

I have had a few cases under my care of stricture caused 
by the incautious use of very strong injections (used, I am 
happy to say, without medical advice), and I have always 
found the stricture about an inch or two from the meatus, and 
I should think these cases were comparatively rare. 

Other complications to be borne in mind when we consider 
the prognosis of gonorrhcea are: epididymitis and orchitis, 
urethral abscess, gleet and gonorrhceal rheumatism and 
ophthalmia. I will shortly consider these in their proper 
place. 


CHAPTER XII 
TREATMENT OF GONORRHG@A 


Tue treatment of gonorrhcea offers many difficulties ; there is 
hardly any disease in which patients show such wilfulness, 
such impatience of control, and such disbelief in the remedies 
indicated by the surgeon if they do not at once produce a 
beneficial and even curative effect; and also in which the 
sufferer is so often induced to try remedies either pointed out 
by friends, or picked up in quack advertisements and pamphlets, 
the evils caused by which the surgeon very often has to undo 
before he can proceed with rational treatment; so that, as a 
rule, in treating a case of gonorrhcea the practitioner not only 
requires great tact, but also a large amount of firmness. 

The remedies for this disease may be divided into two 
distinct categories: those locally applied, and those taken by 
the mouth. In my opinion and in my practice, I must say I 
lean towards the former, to the exclusion, if possible, of the 
latter. Of course, when I speak of remedies taken by the 
mouth, I mean those which are extolled as having a curative | 
effect upon the discharge itself, and not those which are 
administered constitutionally, such as purgatives, salines, 
emollients, etc. 

The first indication is evidently, as in any inflammation, to 
get the patient’s constitution into the most favourable state 
for the subsidence of the inflammation; and here, I think, the 
tendency always to give purgatives and antiphlogistics is 
rather exaggerated. This, whilst most useful in the case of a 
strong, healthy, full-blooded man, seems contra-indicated in 
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a feeble, anzemic individual, to whom a basin of good soup 
would be of more use than a black draught. 

The local treatment should be applied at once, even if there 
be a great deal of inflammation and pain, either in the form of 
an injection, or of soluble bougies. The best plan is to use 
both, the soluble bougie to be introduced by the surgeon—and 
after the first time patients can be taught to slip the bougie in 
themselves every evening at bedtime, as this obviates (at any 
rate with one kind of soluble bougies to be presently mentioned) 
their going about during the day exhaling a faint but very per- 
ceptible smell of iodoform—and the injection to be used by the 
patient; but the graduation in the strength of the latter is the 
essential point the practitioner should bear in view, as at first 
it should be very weak, getting stronger and stronger up toa 
certain limit as the inflammation and discharge lessen. I have 
obtained excellent results from the introduction, at the very 
height of the disease, when there is a great deal of inflammation 
and scalding, of Cheyne’s soluble iodoform and eucalyptus 
bougies, followed in a few hours by an injection, of which the 
following is the formula: 


kK. Zinci sulph. : : : ‘ : gr. vilj. 
Tinct. lavandule co. . 3 2 : Ptligsce 
IAG a OScom re ; ; ; : ; . fl.Ziv. 
ANcuidestans. F : : ; ; ad fl.5viij. 


The same process to be repeated on the following day; a 
seidlitz powder to be taken in the morning on an empty 
stomach, if necessary; no stimulants whatever, especially no 
beer; low diet for a full-blooded man, more generous for an 
anzemic subject; no black coffee, rest as much as possible, the 
patient to wear a suspensory bandage, and of course to expose 
himself to no sexual excitement, but to drink emollients, such 
as barley-water, or any of the French szvops, with soda, seltzer, 
or any mineral water. 

It may be useful to point out the manner of employing these 
iodoform bougies. The patient having passed water, and the 
pointed extremity of the bougie, just before it is used, having 
been dipped in oil, the bougie is pushed down the urethra until 
its blunt end is within the meatus, where of course the finger 
can no longer reach it; any perfectly clean blunt-pointed instru- 
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ment, such as a large probe, a director, etc., should now be 
employed to push the bougie down for another two or three 
inches, and it is a very good plan to hold it am siw by this 
means for a minute or two; the patient should remain perfectly 
still for a short time after the extremity of the penis has been 
well wrapped up in any absorbent dressing, as the expulsive 
action of the urethra will be sure to expel a little of the bougie, 
which is then in a semi-liquid condition. The patient should 
be told not to urinate for at least two hours. 

On the third day I nearly always find the inflammation has 
subsided, although the discharge may still be thick and 
abundant; I then increase the strength of the injection, and 
do not use any more bougies, except occasionally one of 
sulphate of zinc with -lard, the injection then consisting of 
16 grains of sulphate of zinc with 4j of tinct. lavandule co., 
and Zvilj of aq. rose. In some cases where I have not used 
bougies, I have prescribed with great advantage an injection of 
permanganate of zinc gr. } to the ounce. The injection before- 
mentioned of sulphate of zinc, gradually increased in strength, 
can be given very beneficially without the application of the 
bougies, but certainly some of the most successful results I 
have seen have been obtained when the iodoform bougies have 
been used first. 

The great thing, it appears to me, is to apply the local 
remedies at once, even if there be a large amount of inflamma- 
tion, without waiting for its disappearance under antiphlogistic 
treatment. 

I have also tried in some cases a very weak injection of 
carbolic acid during the first two or three days or more. Great 
caution is necessary, I have found, with this injection, as some 
urethre are very tender to the action of carbolic acid. The 
solution used should never be stronger than 1 in 100, and it is 
generally advisable to begin with even a weaker one. After 
the third or fourth day, an ordinary astringent injection should 
be prescribed in lieu of the carbolic acid. This plan of treat- 
ment I have often found very beneficial; the germicidal action 
of the carbolic acid is first brought into play, facilitating the 
subsequent curative action of the astringent injection. 

I never use nitrate of silver in gonorrhcea; I do not like to 
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employ such a powerful caustic where I cannot watch and 
control its effects, especially to such a delicate mucous mem- 
brane as that of the urethra. In my opinion a very weak 
injection of nitrate of silver may be useful occasionally in an 
old gleet, but never during the course of gonorrhea. 

There are many other injections, which have been highly 
recommended at various times, and they all may prove of 
great value as a change, which will often be very beneficial. 
If the constant use of any one injection should fail to cure the 
patient in a fortnight, the surgeon should prescribe a fresh 
one, particularly as the urethra after a time seems to get 
accustomed to one substance, whilst the change may very 
likely effect a cure. The drugs generally used for injections 
are acetate of lead and of zinc, from 4 to 3 grains to the ounce, 
chloride of zinc from 4 to 2 grains to the ounce, sulphocarbolate 
of zinc from 1 to 4 grains to the ounce, sulphate of copper } to 
2 grains to the ounce, alum I to 3 grains to the ounce; to the 
injection containing many of the salts may often be added 
with advantage an astringent tincture, such as that of kino, or 
a sedative one, such as tincture of opium. 

Before leaving the subject of injections, it may be well to 
point out that, unless these remedies be properly applied, they 
are utterly useless; so the surgeon should be very careful to 
teach the patient the proper way to inject, and impress upon 
him the importance of doing it carefully and well. An ordinary 
glass syringe, the extremity of which is bulbous, with a narrowed 
neck, is the best ; this, when filled with the injection prescribed, 
the patient should use as follows: The foreskin should be 
drawn back, so as altogether to uncover the glans penis (this 
is specially important in subjects where the foreskin is long) ; 
the nozzle of the syringe is then introduced into the urethra, 
the instrument being held in the right hand; the glans penis is 
next grasped on the narrowed neck of the syringe, as near the 
meatus as possible, by the thumb and forefinger of the left 
hand, pressure being exercised by them only to the extent of 
preventing any of the injection from coming out when the 
piston is pushed down by the forefinger of the right hand, the 
thumb and other fingers of that hand still holding the body of 
the syringe. Pressure on the piston should be used gently and 
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evenly, no force being employed. The patient’s own sensations 
will warn him when enough of the liquid has passed into the 
urethra, generally about three-quarters of an ordinary syringe 
full; the instrument is then carefully withdrawn from the 
urethra, the thumb and forefinger of the left hand pressing on 
the meatus, and closing it as the nozzle passes out. The first 
time an injection is used, the patient should be told to count 
fifty before he allows it to escape, but subsequently, if there be 
no great pain, he may count a hundred, a hundred and fifty, or 
more. The patient should stand up whilst doing the injection, 
and remain so till he allows the liquid to escape. The patient 
should be told to pass water immediately before using the 
injection, and cautioned not to void his urine again for at least 
two hours afterwards. ~A very good plan is to advise him to 
gently massage the urethra with the fingers of the right hand, 
whilst the injection is held 7” situ, as before indicated, by the 
thumb and forefinger of the left hand. This delicate massage 
should be applied not only to the urethra in front of the 
scrotum, but also as far as possible through the scrotum and 
in the perineum. 

A great deal has been written of late years, especially by 
American surgeons, on the advantages of irrigation of the 
urethra in cases of gonorrhoea. Personally, I have never 
employed this method in the treatment of my patients, and 
although I have read with great interest very elaborate works 
on the subject, I still think that irrigation for gonorrhoea has 
many disadvantages. In the first place, there is the elaborate 
apparatus required by the surgeon in a specially fitted up 
room; secondly, there is the necessity of the patient having to 
visit the surgeon twice a day for ten or fifteen days, a very 
easy thing for rich individuals with plenty of leisure, but quite 
prohibitive for busy men with limited incomes. In hospitals, 
where the apparatus and the room could be forthcoming, it 
would be impossible to apply the treatment to out-patients on 
account of the time it would occupy. Say fifty patients with 
gonorrhea at one out-patient consultation; to irrigate them all, 
giving each of them five minutes, would take 250 minutes, or 
over four hours. I am aware that the minimum time laid 
down for performing an irrigation by its advocates is two 
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minutes, but it must be remembered that the apparatus, 
especially the glass nozzles, must be cleaned for each person, 
so I do not consider the five minutes mentioned above to be 
excessive. Thirdly, it does not seem to mea very safe proceed- 
ing to ‘balloon’ the urethra, forcibly to a certain extent, by 
the liquid employed for the irrigation, which comes through a 
tube from a vessel raised 7 to g feet above the level of the 
patient. It is true that the operator can regulate the variations 
of pressure by his right thumb and forefinger on a stopcock, 
but it must be borne in mind that he cannot see the urethra, 
so he cannot gauge the amount of distension to which it is 
subjected unless only a measured amount of liquid be used, or 
unless he go by the patient’s own sensations, which is satis- 
factory neither to the surgeon nor to the patient. 

If these points strike one in what is spoken of as irrigation of 
the anterior urethra, how much more weighty do they become 
in the consideration of irrigation of the posterior urethra and 
bladder (by the same method, but by increasing necessarily to 
a great extent the force of the stream). I must say that I look 
with disfavour on the idea of forcing a liquid into a patient’s 
bladder through a nozzle introduced for about an inch through 
the meatus. How much more simple to fill the patient’s 
bladder through a catheter, and let him pass the lotion out 
through his urethra after the instrument has been withdrawn. 

To return to irrigation of the anterior part of the urethra, it 
must be evident that it is merely an injection practised by the 
surgeon instead of by the patient, in which more lotion is 
used, more force expended, but in which the enormous advan- 
tage is lost of the injection remaining for a certain time in the 
urethra. However, for rich, indolent men who have plenty of 
leisure time, irrigation of the anterior urethra, carried out 
about twenty times, as advocated in America, might prove a 
more pleasant method of treatment than the fearfully laborious 
work of carrying out an injection by themselves. 

Turning now to the remedies taken by the mouth, one first 
naturally speaks of oil of copaiva, which acts as a stimulant to 
the mucous membranes, more especially to those of the genito- 
urinary organs. This drug, when deemed necessary by the 
surgeon, is most advantageously administered in combination 
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with the powder of cubebs (which also stimulates the genito- 
urinary mucous membranes), in the form of what the French 
term opiat, a kind of paste produced when ss of the powdered 
cubebs is rubbed up in a mortar, with a sufficiency of oil of 
copaiva. This paste, however, has the drawback of a most 
nauseous taste, as have all mixtures containing copaiva; so it 
should be given, if possible, in gelatinous capsules. The dose 
of the paste itself is about a drachm, repeated from three to 
six times during the day. 

Many attempts have been made, with but little success, to 
disguise the very disagreeable taste of copaiva, taken in a 
liquid form. The French chemists have produced, from time 
to time, many varieties of capsules, which have all been held 
forth as curative of gonorrhcea, but the form of ofzat in 
capsules I have just mentioned seems to me the most rational 
way for the surgeon to prescribe the remedy, as he then 
knows exactly what he is giving, and can regulate the dose 
at will. 

For my own part, after careful observations for some years, 
I have come to the conclusion that it is not always necessary 
to administer these drugs in gonorrhcea, unless through some 
special cause when it is not advisable to employ local treat- 
ment. For instance, if the patient has an attack of epididymitis, 
of course the injections must be stopped; also in a case where 
a stricture exists the surgeon would not order injections at all. 
In these kind of cases one must have recourse to the ad- 
ministration of copaiva,'particularly as it is imperative to go on 
with the treatment. This probably, after a time, will lead to 
good results, especially if combined with very strict hygiene ; 
but, in my opinion, copaiva is of more use in gleet than in 
gonorrheea. I think the drug does not produce so much effect 
on the thick, creamy discharge of gonorrhcea as on the thin, 
white discharge of gleet. 

This seems-easy of explanation, as the drug can have no 
effect on the gonococci themselves, though indirectly by 
stimulating the urethral mucous membrane it may render it 
much less favourable for their development and growth. This 
effect could not be produced so effectively during the great 
inflammation of the mucous membrane in acute gonorrhea, 
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as it would be in the chronically congested condition of the 
urethra during gleet. 

A great disadvantage possessed by copaiva, besides its un- 
pleasant taste, is the derangement to which it gives rise in the 
digestive organs, very often producing diarrhoea, and nearly 
always great nausea. The administration of the drug occasion- 
ally causes also a characteristic rash. 

Let it not be supposed, however, that I altogether deprecate 
the use of internal remedies in gonorrhcea, except in cases 
where local treatment cannot be applied—I do not go as far as 
that. What I think is, that most patients can be cured by the 
local treatment, properly administered; but in cases where 
this does not produce a very marked improvement in a week 
or ten days, I certainly am of opinion that the internal 
remedies may then be commenced. 

Other drugs employed in the treatment of gonorrhcea are: 
oil of yellow sandal-wood, which is most advantageously 
administered in capsules; oil of turpentine, which must be 
prescribed with caution ; balsam of Peru; and various other 
so-called specifics, several. of which, though employed in 
France and America, are but little known in this country, and 
of whose therapeutical action I have no practical experience. 

The good effects of these remedies vary greatly in different 
cases, and it is the duty of the practitioner to find out as 
speedily as possible the one most suited to the individual 
patient he is treating. 

In the female gonorrhoea (locally in the vagina and urethra) 
is much more easy to treat and cure than in men, for the whole 
diseased tract is more easily accessible for the application of 
remedies. 

Let it be understood that I mean this only with the proviso 
that the treatment can be properly carried out under favourable 
conditions, such as would be the case in a married woman in 
comfortable circumstances, who could keep quiet and apply the 
remedies in an intelligent and methodical manner. Very 
different are the cases we see in out-patient rooms of prosti- 
tutes, who may apply the treatment intelligently enough, but 
cannot lie up, and in whom the disease is constantly being irri- 
tated by the exigencies of their calling, whilst at the same time 
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it is propagated to others. This again constitutes a strong 
appeal for more in-patient accommodation for venereal diseases 
in London, and for a stringent enforcement of the Contagious 
Diseases Acts elsewhere, especially at the present day, when 
the disastrous consequences of gonorrhcea to the internal 
female organs of generation have been so fully demonstrated. 

The symptoms, substituting the vagina for the urethra, are 
the same as in the male, but, of course, no ardor urine is 
present, except in those cases in which the urethra is involved- 
I think that, in women, the local inflammatory symptoms are 
greater than in men, for, whereas in the male, as I have 
remarked before, the inflammation does not always seem pro- 
portionate to the discharge, in the female the surgeon never 
sees a case of real gonorrhcea unaccompanied by a large 
amount of heat, pain, redness, and swelling ; therefore, in our 
treatment, the extensive employment of antiphlogistic remedies 
is imperative, as also very strict cleanliness. 

It is for the vagina, and also for the female urethra, that I think 
weak injections of solutions of nitrate of silver are so eminently 
practical and of such great service. Injections should be used 
as soon as possible, even if the introduction of the syringe does 
give pain, as at first a small cannula, or nozzle, can be used, 
which need not be introduced far. If the woman lies on her 
back, with the pelvis raised, and the injection is thrown in 
with a slight degree of force, it will certainly bathe nearly all 
parts of the vaginal wall. I have found great benefit to patients 
by the injection in this way of a weak solution of nitrate of silver, 
from 2 to 8 grains to the ounce, this to be preceded by warm 
baths, saline purgatives, etc., these to be regulated according 
to the woman’s temperament. Of course, when introducing 
the syringe ceases to give pain, it should be pushed up nearly 
to the os uteri, and the injection increased in strength; but, in 
using it, the woman should always be told to lie on her back, 
with the pelvis raised, the thighs flexed on the abdomen, and 
the legs flexed on the thighs, the feet being fixed just outside 
the buttocks—in fact, in the lithotomy position, with the pelvis 
more raised if possible. This is most important, as it prevents 
the injection from escaping at once, being a parallel to the man 
closing his urethra with his finger and thumb. In this way a 
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large amount of the fluid need not be used each time, an 
ordinary-sized female glass syringeful being sufficient. The 
glass syringe seems to me the best; it is more cleanly, gives a 
more definite quantity of injection each time of using, and is 
introduced more easily, and further up, with less pain than any 
other ; its only disadvantage is the difficulty the patient has in 
using it herself in the position I have described, but this also 
applies to any other syringe or apparatus. 

All the various substances which I have mentioned as being 
of use for injections into the male urethra are equally of value 
for the vagina, and solutions of them may be employed of far 
greater strength for the latter than the former. 

The internal specifics, such as copaiva, etc., are of no use 
whatever for gonorrhcea in the female; they may, however, be 
tried in cases where the discharge from the woman’s urethra 
is very obstinate and persistent, although they are but rarely 
necessary, as local remedies are so easily applied to the whole 
diseased tract. 

The mode of injection of water, so much advocated by 
gynecologists, is most useful in female gonorrhcea, for the 
purpose of cleanliness and for clearing away the vaginal dis- 
charge before the curative injection is administered with the 
glass syringe. It consists in the woman lying at the edge of 
the bed, the buttocks projecting, each foot supported on a 
chair, whilst on a small table, between the knees, is placed a 
pail containing the water to be injected ; this is done by means 
of a guttapercha tube with a nozzle forming a syphon. A 
-mackintosh falling from the edge of the bed into a bath on the 
floor prevents any mess. The ordinary vaginal douche can 
be employed, but the patient should place herself in the same 
position. In this way are given the warm-water injections 
administered for some diseases of the uterus. For gonorrhea 
the injection should not be too hot; it may contain a little 
mild astringent. I do not think, however, this method a good 
one for the really curative injection, as such a large amount 
of the liquid has to be used, which is under no control. 
During the treatment of gonorrhcea in the female, the surgeon 
must bear in mind that a leucorrhceal discharge from the 
womb may, and probably will, exist at the same time; this 
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must be looked for and carefully treated, for the irritation it 
sets up will minimize to a great extent the good effects of the - 
treatment for the specific vaginitis, the meeting of the two 
discharges forming a third, most virulent and irritating. 

Before leaving the subject of gonorrhoea, and on the dictum 
of ‘Prevention is better than cure,’ it may prove to the 
advantage of many male patients if the surgeon advise them, in 
the future, after any doubtful connection, immediately to make 
water, and, in doing so, to arrest the flow of urine three or 
four times, by compressing the lips of the urethra with the 
finger and thumb. I am far from asserting that this procedure 
would be absolutely preventive of gonorrhcea, but, at any rate, 
it must thoroughly wash out the urethra, especially as, at the 
time, the penis is in a.semi-erectile condition. 


CHAPTER XI 


SOME COMPLICATIONS OF GONORRHGA 
Epididymitis. 


In considering the complications of gonorrhea, the first which 
naturally comes under notice is epididymitis, or, as it is more 
commonly termed, orchitis, it being by far the most frequent of 
these sequele. Although the term ‘orchitis’ is more commonly 
used, it conveys an erroneous idea, for the inflammation but 
rarely extends to the testicle itself, being limited to the epididy- 
mis, attacking first the-globus minor of that body, passing 
upwards to the globus major, extending to the tunica vaginalis, 
and in some exceptional cases reaching the testicle proper. 
The left organ is more frequently affected than the right. At 
the present time the usually accepted, and certainly the most 
rational, cause of epididymitis is, that the inflammation extends 
from the urethra, through the ejaculatory ducts and vas 
deferens to the epididymis; still, the formerly accepted theory 
of metastasis is brought vividly to our minds when we almost 
invariably see the discharge of the urethra nearly, if not 
altogether, cease during the progress of the epididymitis, only 
to return as abundant as ever when the latter is cured. Further 
light might be thrown on this subject by post-mortem examina- 
tions, but these, of course, are necessarily rare. 

The symptom par excellence of this disease is evidently paz, 
which in all cases is severe, in some agonizing, not only in the 
affected part, but extending up the cord and to the lower part 
of the spine; the organ itself is felt to be hard, tense, and 
particularly tender to the slightest touch, the patient, when 


obliged to stand up to walk, doing so in a bent position. The 
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effusion of plastic inflammatory serum into the tunica vaginalis 

causes the scrotum on the affected side to assume a swollen, ~ 
tense, and inflamed condition. These symptoms may be 

accompanied by a considerable amount of fever and con- 

stitutional disturbance. 

With regard to the prognosis, this is favourable with respect 
to the subsidence of the inflammation and the cessation of the 
pain ; but the great point to be considered is, whether a patient 
in whom epididymitis has occurred on both sides need 
entertain any fear of his future procreative powers. After 
careful reference to the most eminent authorities on this point, 
I think the following conclusion may be drawn: When 
epididymitis has shown itself on both sides, as long as any 
induration can be felt in the epididymis (generally in the 
globus minor), the surgeon may conclude that there exists a 
bar to the passage of the sperm, and that, consequently, the 
patient would not be procreative, although all the sexual 
functions would be performed, but the semen would not 
contain spermatozoa. This must be verified by the micro- 
scope, and this verification is most important, as cases are 
quoted in which the spermatozoa have reappeared in the 
semen after having been absent for some time through double 
epididymitis, the patient in the meanwhile having undergone 
appropriate treatment. 

In the treatment of epididymitis, the first indications are 
evidently to allay the inflammation and relieve the pain. 
Absolute rest in a recumbent: posture is certainly most im- 
portant, but it is rarely that patients, unless the pain be very 
severe, can be induced to take it; however, if this be done, I 
have found the most advantageous and expeditious mode. of 
treatment is, in the first place, to administer a brisk saline 
purge, varied in strength according to the man’s constitution ; 
and, in the second, to apply in the groin, over the cord, on the 
affected side, from three to six leeches. When these fall off, a 
poultice should be placed on the bites, to encourage bleeding, 
for a period consistent with the patient’s strength. During this 
time, the affected testicle is enveloped in a hot poultice, being 
carefully raised and supported on a small pillow placed 
between the legs, or-by one or more broad strips of plaster 
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extending from thigh. to thigh; the shelf thus formed is 
padded with a thick layer of cotton-wool, on which the testicles 
lie. In two or three, sometimes four or five, days it will be 
found that the pain has disappeared, although the swelling still 
remains, consequent on the effusion into the tunica vaginalis. 
In order to absorb this, the next step is to carefully strap the 
testicle. The patient may then get up and may walk about, 
the scrotum being properly supported ; this may be done very 
comfortably with a triangular bandage, such as is used in field 
surgery. To the centre of the base of the triangle a broad 
piece of tape is sewn; this going backwards between the 
buttocks, and, being fastened to a belt or handkerchief round 
the waist, prevents the bandage slipping forward, whilst the 
two ends are secured to the belt in front, being brought up 
along the groins, and the apex of the triangle is brought 
forward in the medium line and likewise attached to the belt, 
the bandage thus forming a sac, in which the testicles rest 
easily. If no triangular bandage be at hand, an ordinary 
handkerchief can be folded into the same shape. 

Many surgeons recommend the application of cold instead 
of heat. This may be done by ice in indiarubber bags, or by 
the continuous evaporation of ether. Personally, I have not 
had much success with this method of treatment, and prefer 
warmth, as it is more easily applied, a poultice being in 
substance soft and pliable. 

When the tunica vaginalis is very tense, and the pain very 
great, it may be useful to puncture it in order to relieve the 
tension. This is specially of service in the out-patient room 
of a hospital, where the immediate relief of the pain is of 
enormous importance. I remember being much struck many 
years ago in the out-patient room of my valued teacher, Mr. 
Henry. Smith, at King’s College Hospital, by the contrast 
between the entry and exit of some of these cases: in the 
former, the patient bent nearly double, and showing every sign 
of acute pain; in the latter, an erect carriage, and a counte- 
nance expressive of enormous relief. Mr. Smith used to plunge 
a Syme’s knife quite three-fourths of an inch through the 
scrotum and tunica vaginalis. I think, however, this method 
should not be employed in private practice, and in cases where 
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the patient can lay up for a few days, as I have invariably 
seen the most acute pain yield to rest, leeches, and poultices. 
If an abscess form, it must be opened and a free vent allowed 
to the pus. 

Various ointments have often been prescribed to smear over 
the scrotum in epididymitis; the most useful of these is certainly 
the ung. belladonne (B.P.); it may be applied to the swollen 
part, which is then enveloped in cotton-wool, and supported 
by the bandage before alluded to. This treatment I have 
found to answer in what I may call subacute cases, where 
there is considerable swelling, but less redness and pain than 
in an acute case, in which I think the application of ointment 
alone is not sufficient. Glycerine of belladonna may be em- 
ployed in the same way. Tobacco has been recommended to 
be used in the poultices. I have never tried it, so I can give 
no opinion as to its merits. 

After the acute symptoms have subsided there often remains 
a chronic enlargement of the epididymis most difficult to get 
rid of, and which will occasion the patient a considerable 
amount of malaise, and even pain, during and after active 
exertion. To remedy this is all the more important as it affects 
the patient’s procreative powers; the most effective mode of 
treatment is the constant wearing of a suspensory bandage, 
the application of pressure by partial strapping, careful atten- 
tion to general health, together with gradually increased doses 
of iodide of potassium. This chronic sequela to epididymitis 
may be aptly compared to the gleet which so often follows 
gonorrhoea, especially as the affection in question, like gleet, 
necessitates very often a lengthy and tedious treatment, and 
one which, though never losing sight of the local disorder, 
should bear more particularly on the hygienic and constitu- 
tional requirements of the patient. 

It is certainly the duty of the surgeon to warn patients who 
have suffered from epididymitis that it is very liable to recur 
from the slightest exciting cause, especially from the one set 
up by a discharge from the urethra. This has several times 
been brought under my notice, and I have often seen cases in 
which at one period an attack of epididymitis having followed 
(or rather accompanied) an acute gonorrhcea, the patient, 
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months after he has been cured of both, will, from one of those 
mild attacks of urethritis which I have before mentioned under 
the name of urethrorrhcea, contract an epididymitis, probably 
in the same testicle, much more severe than the first. 

Before leaving this subject, I may mention that I always 
advise patients in choosing a suspensory bandage to buy one 
with tapes attached to the posterior border of the sac, which 
go backwards round the thighs and fasten to the waist-belt at 
each side; without these I find the sharp border of the sac 
presses on the posterior. part of the testicle and cord, and causes 
pain, the bandage thus doing more harm than good. 


Abscesses. 


Small abscesses in the vicinity of the penile portion of the 
urethra are sometimes formed by the irritation of gonorrhea, 
and are very troublesome; they should be opened as soon as 
possible, so as to obviate the chance of their bursting into the 
urethra, and setting up a blind urethral fistula. They are 
generally in the vicinity of the frenum. When they occur 
near the bulbous portion, or in the glands of Cowper, they 
give rise to a train of symptoms which closely simulates 
stricture, though the intense pain in the perineum, together 
with the sudden febrile disturbance, will materially assist the 
diagnosis, which would of course be rendered absolute by the 
appearance of a fluctuating swelling in the perineum; this 
should be opened as soon as possible, and a free exit given to 
the pus. 

Gleet. 

Gleet, called by some chronic gonorrhoea, may be considered 
generally as the effect of a neglected or badly treated clap, 
though it must be remembered that some constitutions, espe- 
cially those with a gouty or rheumatic tendency, seem to have 
a special predilection for gleet, however well and carefully the 
gonorrhcea may have been treated. The thin white watery 
discharge of gleet comes from a deeper part of the urethra 
than the thick, abundant matter of gonorrhcea; the chronic 
inflammation of the urethra causing gleet, often limited to a 
small patch, is, I should think, rarely anterior to the bulbous 
portion, and often as far back as the membranous portion, of 
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the urethra. This is shown by the difficulty the patient often 
has in producing a drop of the discharge by pressing on the 
penis, also by the constant appearance in the morning of a 
small amount of discharge at the orifice of the urethra, this 
having had every facility of finding its way from the deeper 
portions during the tranquillity of sleep, and also by the 
sensations of the patient during the passage of an instrument 
through the urethra, the feeling of passing over a raw surface 
being almost invariably experienced when the catheter has 
reached the deeper portion of the canal. 

In my opinion, one of the most fertile causes of stricture 
is gleet, and not, as has been so often vaguely said, the use 
of injections to treat gonorrhcea; on the contrary, injections, 
when properly given, being the cure for gonorrhcea, and gleet 
being nearly always the sequela of neglected clap, we may 
regard stricture as being indirectly caused in many cases, not 
by the treatment, but by the non-treatment, of gonorrhea. 

The skill and patience of the surgeon are often severely 
tested in his endeavours to cure a gleet: his skill, in finding 
out the best remedies for the individual case; his patience, not 
only by the tedious nature of the amelioration, but also by the 
frequent relapses, generally caused by some imprudence on 
the part of the patient. No set rules can be laid down to 
guide the surgeon in the treatment of gleet. One remedy may 
cure one case and utterly fail in another; so it is our duty to 
speedily change any one method of treatment which does not 
produce almost immediate improvement; but, at the same 
time, it is of the utmost importance to attend most carefully 
fo the patient’s general health, which must be improved as 
much as possible. For instance, in a debilitated person, a 
gleet, which seems to set at defiance all local remedies, will 
speedily yield to iron and change of air. When the discharge 
of a gleet is abundant, although thin and watery, it is evident 
that it must be poured out from a comparatively extended 
surface of the urethra; therefore, the introduction of an iodo- 
form bougie, followed by the use of an injection, will probably 
cure the case. If this fail, I think copaiva is very useful, 
producing, as I have remarked before, more good effect on 
the thin discharge of gleet than on the thick pus of gonorrheea. 
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Besides, on the supposition that the discharge came from a 
deep part of the urethra, the bougie and injection might not 
reach the diseased portion of the mucous membrane. The 
surgeon must bear in mind that, for a gleet occurring in a 
rheumatic or gouty subject, the remedies for these diseases are 
of the greatest value; therefore, most obstinate gleets are, in 
these cases, often cured by the administration of salicylate of 
soda, etc. All this time tonics, especially iron, should be given 
when the patient is spare or debilitated; but for a plethoric 
.person, accustomed to high living, mild saline purges are 
useful, together with enforced moderation in diet. In both 
class of cases change of air, and, more particularly, change of 
scene, to take the patient’s attention from his malady, are most 
important. 

When the discharge of gleet is very slight, and some difficulty 
isexperienced by the patient in producing a drop at the orifice 
of the urethra, though he invariably finds it there when he 
wakes in the morning, we may conclude there is a small 
diseased spot deep in the urethra, which we must endeavour to 
find and heal. One of the best methods to carry out both these 
indications is to pass a silver catheter slowly into the bladder. 
The patient’s own sensations will direct the surgeon when the 
point of the instrument comes in contact with the small ulcer- 
ated surface, which will often subsequently heal quickly after 
the irritation produced by the catheter. Flexible bougies may 
be passed for the same purpose. In these kind of cases insuffla- 
tion, either of an astringent lotion or powder, is very useful, 
as the surgeon is then certain the remedy reaches the disease, 
which a liquid might fail to do if given as an ordinary injection. 
The same objection holds good with regard to soluble bougies, 
for, as the urethra naturally ejects any foreign substance, the 
bougie, when dissolved, would not reach farther than its point 
originally did when introduced in a solid condition, and thus 
would fail to reach the diseased spot. In obstinate cases 
copaiva should be tried, and also various injections; but this 
kind of gleet is best treated either by the daily passage of a 
bougie or a catheter, or else by insufflation, through a special 
instrument, of an astringent lotion or powder on to the diseased 
spot itself, these methods being always accompanied by careful 
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constitutional treatment (generally, but not always, tonic), 
together with change of air and scene. In all gleets beer 
should be avoided, but light wines, with mineral waters, may 
be taken. The bowels should be regulated, constipation being 
specially avoided; and any irritation of the intestinal canal, 
such as that caused by tape or other worms, should be cor- 
rected. When practicable, the endoscope may be used to find 
out the exact situation of the diseased spot in the urethra. A 
plan that, in my hands, has met with much success is to 
fill the bladder through a catheter (I generally use one with 
a double canal, as for washing out the viscus) with a strong 
boracic lotion, withdraw the instrument, and then allow the 
patient to empty the bladder through the urethra. This done 
every day for a few days, then four or five times a week, then 
at longer intervals, and finally stopped gradually, and com- 
bined with constitutional treatment, I have always found to 
effect a cure. 


Leucorrhea. 


Leucorrhcea, which comes more in the province of the gyne- 
cologist, as it may be the precursor of further mischief in the 
tubes, ovaries, etc., can, however, when occurring immediately 
after gonorrhoea, be regarded in the woman as almost a parallel 
to gleet in the man. In leucorrhcea, as in gleet, the seat of the 
discharge is farther off, the discharge itself is thin and white, 
there is no pain, and but very little inflammation ; constitutional 
treatment is of the utmost importance, and local remedies should 
be applied more especially to one particular spot, and that in 
the woman is the cervix uteri. All that I have said about the 
constitutional treatment of gleet applies also to the constitutional 
treatment of leucorrhcea ; locally, vaginal injections, especially 
those of tepid water, are very useful to wash away the discharge 
coming from the womb, which must necessarily pass by the 
vagina. A good method of cure (in conjunction with careful 
constitutional treatment) when the os is inflamed and granular 
is to apply through a speculum a strong solution of carbolic 
acid to the cervix uteri by means of a uterine sound the end 
of which is wrapped tightly in cotton-wool; this may be done 
every day. 
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Prostatic and Vesical Inflammation. 


A chronic inflammation of the prostate may be set up by 
the gleet extending to the prostatic portion of the urethra, and 
its extension still farther back would cause inflammation of 
the neck of the bladder. Both these complications must be 
treated on general principles, and the surgeon should always 
bear in mind the importance of curing the discharge which is 
the primary cause of the mischief; so whilst giving constitu- 
tional remedies, and treating the local inflammation by counter- 
irritation to the perinzeum, he should not neglect to try the 
effect of copaiva and cubebs or sandal-wood oil. 


Gonorrheal Rheumatism. 


The same remarks apply to the treatment of gonorrhceal 
rheumatism (or, in my opinion, more correctly speaking, the 
rheumatism of gleet), though in a case of this kind the anti- 
rheumatic remedies will often go far towards curing the gleet 
itself. It is but very rarely that the surgeon finds it necessary 
to aspirate the joint in gonorrhceal rheumatism. One great 
thing is to keep it at perfect rest, and as the articulation 
affected is nearly always the knee, it will be found useful to 
put the leg up at once ona McIntyre splint, although at the 
time there is no very great pain. Blistering is invaluable if 
much effusion takes place, afterwards glycerine of belladonna, 
and of course constitutional treatment. 


Gonorrheal Ophthalmia. 


In treating a case of gonorrhcea, the surgeon should always 
caution the patient to carefully guard against the possibility of 
any of the discharge being carried to the eyes, as it would set, 
up gonorrhceal ophthalmia, and there would be great risk to 
the person affected of losing the sight in one or both eyes. 
When this complication has declared itself, the treatment, to 
be efficacious, must be prompt and vigorous; the eyelid must 
be turned up, and nitrate of silver freely applied to the con- 
junctiva ; strict cleanliness should be enforced, and an 
astringent lotion constantly applied; better still is a weak 
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lotion of nitrate of silver, which must be dropped between the 
lids once or twice a day. Counter-irritation to the temple on 
the affected side is often useful, so is occasionally the ‘applica- 
tion of leeches to the same locality. Care should invariably 
be taken to protect the other eye. The ordinary constitutional 
treatment of acute inflammation should be exhibited, but 
should be modified to suit the individual case under considera- 
tion. 


a > 


CHAPTER EXIV 
PROPHYLAXIS OF SYPHILIS 


Wir regard to the prophylaxis of syphilis, it must be evident 
that there can be only one method of preventing the spread of 
the disease, and that is to neutralize, as far as possible, the 
possibility of any given subject contracting it, and this can 
only be done by the rigorous application of the Contagious 
Diseases Acts in our garrison towns and sea-ports, and by 
withdrawing women who are suffering from the malady from 
the general community by treating them as 7-patients at 
our hospitals. It is an absurdity that in a city like London 
there should only be a very small male lock-hospital hidden 
away in a side-street, and a still more useless institution for 
female venereal cases carefully kept from the public gaze 
in a suburb. What is required is a large central hospital, 
where prostitutes could be taken as in-patients, and where they 
would not only undergo the necessary treatment for their 
disease, but also be made to feel that they were not looked 
upon as the scum of the earth; for, without kindness, it would 
be impossible to get these women to enter such a hospital. 
Half a century ago there was a great stir, especially on the 
Continent, anent the idea of a prophylactic and curative 
syphilization. With very few exceptions all these theories 
erred on one great point, and that consisted in the fallacy that 
it was possible to inoculate the syphilitic virus on a person 
who was already suffering from the disease. We know this to 
be impossible, therefore all the experiments carried out by 
Percy, Laval, Auzias Turenne, and Sperino, were inaugurated 
on an absolutely false basis, as all these surgeons must have 
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inoculated the virus of a simple or soft sore, in order to 
produce as they did a series of fresh chancres on patients who 
were already syphilitic. I purposely except the experiments 
made by Diday of Lyons, who inoculated the blood of patients 
suffering from tertiary syphilis on persons who exhibited 
venereal sores, with the idea of immunizing the patients from 
secondary symptoms. The argument against this is rather the 
converse of the false basis already mentioned, as I shall 
presently endeavour to demonstrate; for any patients thus 
treated who did not develop secondaries must necessarily 
have originally only been suffering from simple or soft sores, 
as it has been proved that, whilst the blood taken from 
patients labouring under secondary symptoms will, if in- 
oculated on a healthy person, produce the disease syphilis, the 
blood of a tertiary case gives rise to no effect whatever if im- 
planted in the healthy organization; therefore it would evidently 
be impossible, even admitting the theory of syphilization, that 
the blood of a tertiary case could have any effect whatever in 
preventing or even modifying secondary symptoms in a patient 
suffering from primary syphilis. 

Let us now glance at the two cases which induced Percy to 
employ his so-called prophylactic method. 

‘A drummer in the French army had been treated during a 
considerable period for a deep chancre at the corona glandis, a 
bubo in the right groin, pains in the limbs, and a general 
icterus. At last, tired out by the uselessness of the treatment, 
he brought upon himself a new infection, which gave rise to a 
great number of verruce on the corona, a second chancre on 
the prepuce, and the enlargement of the first. The bubo and 
pains in the limbs became likewise worse, and the icterus 
remained as before. The patient was admitted in this state 
into the military hospital of Besangon, and was perfectly 
cured of the old and new symptoms by twenty mercurial 
frictions.’ 

The second case which gave Percy the idea of inoculating 
the virus runs thus: ‘In 1777, a gentleman, holding office 
in the Treasury, underwent the usual treatment for a chancre 
on the velum palati, two on the penis, and a great many 
mucous tubercles on the verge of the anus. The mercurial 
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frictions caused the two chancres on the penis to cicatrize, 
but the one on the velum persisted; the mucous tubercles, 
which had been cut and cauterized, soon. afterwards re- 
appeared, and aphonia and singing in the ears were super- 
added to the other symptoms. The patient now placed him- 
self in the hands of a second surgeon, but a treatment of six 
months left him as bad or worse than before. At this stage 
he fell into loose habits, and became infected afresh; the 
cicatrized chancres took on renewed ulceration; a third one 
sprung up, and a bubo in the groin, as well as deep sores on 
the whole of the velum, becaine apparent. Percy now under- 
took this patient ; sixteen mercurial frictions were made, and 
all the symptoms vanished without any salivation being 
induced.’ 

In the first case it seems plain that the drummer in question 
was suffering from a simple or soft chancre on the corona 
glandis, as shown by the bubo in the groin, the absolute 
absence of secondary symptoms, the uselessness of the treat- 
ment, and still more plainly by the possibility of acquiring 
what is here called a mew infection, the chancre on the prepuce 
being evidently the primary syphilitic sore, which, of course, 
was easily cicatrized by the twenty mercurial frictions, the 
simple sore and the bubo being at the same time cured by the 
rest in hospital and by the improved hygienic conditions under 
which the patient was placed. It isa pity that the case was 
not followed up, when it would certainly have been found that 
secondaries appeared after the usual interval. 

The second case is exactly the reverse of the first ; the patient 
certainly was suffering from secondary symptoms on the palate 
and in the vicinity of the anus, with two obstinate chancres on 
the penis, which, however, the treatment evidently caused to 
cicatrize (as it must be incorrect to speak about a syphilitic 
primary sore of the palate coexisting with syphilitic chancres 
on the penis, for it is an accepted theory that if syphilitic 
chancres are multiple they must have severally been inoculated 
at the same time at the several portals of entry, it being impos- 
sible for them to reproduce similar sores afterwards by inocula- 
tion, as is the case with simple or soft sores). The enlarged 
mucous patch on the palate and the mucous tubercles about 


y12 SYPHILIS AND OTHER VENEREAL DISEASES 


the anus, however, persisted. Both of these complications of 
syphilis we know to be sometimes very rebellious to treatment ; 
then some time after the patient exposed himself to venereal 
infection, but was not ifected afresh with syphilis, though he 
caught simple or soft sores, as proof of which we have the in- 
creased number of the lesions and the bubo. The resumption 
of the mercurial frictions cured the secondary symptoms, but of 
course had no effect on the soft sores. In this case it appears 
to me that previously very few mercurial frictions had been 
tried, and in view of the aphonia and singing in the ears it 
seems more than probable that iodide of potassium had been 
employed immediately after the cicatrization of the syphilitic 
chancres, hence the persistence of the symptoms, which were 
certainly not tertiary. 

The case in which Percy, on the false evidence of the two 
preceding ones, actually used inoculation of what he imagined 
to be a syphilitic virus is as follows: 

‘The patient was an artilleryman, who had been affected 
with syphilis for a considerable period. When he came under 
the care of Percy, he had used a great many remedies, and 
had still upon him a chancre which had destroyed the left 
tonsil, another occupying two-thirds of the corona glandis, an 
eczematous eruption on the perineum, scrotum, and left 
thigh, purple papulz on the forehead, and a general cachectic, 
leaden hue of the skin. Percy, after having used bichloride 
of mercury to no purpose, inoculated virulent matter upon 
this patient’s arms, making three punctures on the right 
and three on the left side. On the sixth day, pustules, sur- 
rounded by an inflammatory areola, began to appear. On the 
seventh, the arms swelled up, some of the axillary glands 
became enlarged, and symptomatic fever ran high. On the 
eighth day, the pustules had coalesced, broken, and formed one 
suppurating sore. The throat had in the meanwhile become 
painful, but the chancres had not increased. On the four- 
teenth day the artificial ulcer of the right arm was healed up, 
whilst that of the left had become larger, but the pain which 
had been felt in the chancre and the eczematous eruption had 
disappeared. On the eighteenth day the patient came round 
to the same state in which he was before the inoculation, 
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except that the chancres of the tonsil and the corona were 
larger, and that a deep ulcer was still observable on the left 
arm. Percy’s father now conducted the case, and with sixteen 
mercurial frictions, the first of which was begun six weeks 
after the inoculation, a perfect cure was obtained.’ 

Here again we have the inoculation of the virus of simple or 
soft sores on a patient suffering from syphilis, and here again 
we have the extraordinary idea of a primary syphilitic sore on 
the tonsil coexisting with one on the corona glandis. On read- 
ing the symptoms very carefully, it strikes one more and more 
that the case was bordering on the tertiary period. 1 have 
often seen obstinate tertiary manifestations yield to a vigorous 
course of mercury after resisting iodide of potassium and other 
remedies. It must be perfectly evident to us now that the 
inoculations of soft sores on the patient’s arm can have had 
no effect whatever on the constitutional syphilis. By a very 
great stretch of the imagination we might perhaps theorize 
that the intense inflammation set up on the arm modified to 
a certain extent the phagedena of the tonsil and penis by a 
process of counter-irritation, and so facilitated the healing in 
these localities by the specific remedy. 

M. Laval’s view was to substitute inoculations of virulent 
pus for the use of mercury in secondary syphilis. His experi- 
ments were carried on at the military hospital of Val de Grace, 
under the patronage of one of the surgeons of the institution, 
M. Marchal (de Calvi), who took up the subject very warmly. 
The number of patients was sixteen; seven had syphilitic 
psoriasis and roseola, four were affected with specific ecthyma 
and psoriasis, and five had mucous tubercles; almost every 
one of these men presented marked induration in the part 
where the chancre had first appeared, and the posterior cervical 
glands were enlarged in all. Only two inoculations of virulent 
syphilitic matter were made upon each patient, and in a short 
time the above symptoms disappeared; the induration of the 
chancres vanished in twenty days, and the secondary symptoms 
in about ten, but the inoculated chancres took jifty days to 
cicatrize. 

One case, however, has been held up as capable of support- 
ing M. Laval’s doctrines, viz., that of an infantry officer, who 
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had a spreading secondary ulcer of the tongue. After one 
inoculation of matter taken from a chancre, the ulcer, which 
had before been very obstinate, began to improve. Several 
inoculations were afterwards made; the ulcer went on healing, 
but the patient was obliged some months afterwards to apply 
to M. Ricord for well-marked tertiary symptoms ; so that the case 
upon which the greatest reliance was placed crumbles into 
nothing. 

As to M. Laval, who had also experimented on himself, he 
considered himself completely syphilized, and proof against 
any inoculation; this circumstance was very much cried up, 
but it happened that the pus which was used to try his powers 
of resistance also failed upon other patients. When, however, 
purulent matter taken from a chancre at the period of develop- 
ment was employed, he was found to be but a weak inoculable 
mortal after all. 

These experiments may again be passed over as the inocula- 
tion of simple or soft sores on patients suffering from syphilis. 

M. Auzias Turenne undoubtedly started with the best theory 
of any of the other so-called syphilizers, as, with the idea, I 
imagine, of finding a prophylactic for syphilis of the same kind 
as vaccinia for small-pox, he made numerous experiments on 
animals at the Zoological Gardens in Paris, in the hope of 
succeeding in inoculating them with syphilis, and the ulcera- 
tions induced upon the monkeys (behind the ear, a locality 
inaccessible to the animal’s tongue) were so bond fide of a specific 
kind, that the pus secreted by these sores being inoculated 
upon a German physician, M. Robert de Welz, produced both 
primary and slightly marked secondary manifestations. With 
regard to this my father (Victor de Méric) wrote: ‘Now, it is 
plain that M. Auzias has really and truly succeeded in giving 
chancres to monkeys, but I am much inclined to side with 
M. Ricord in considering this as a mere transplantation ; for it 
should be noticed that the syphilitic disease is more compre- 
hensive than the mere production of a chancre; it is a consti- 
tutional affection, and it still remains doubtful whether the 
lower animals are obnoxious to the malady, as no secondary 
symptoms have ever been observed among them.’ Needless to 
say, I most cordially agree with these views. 
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During these inoculations upon animals, which proved that 
it is extremely difficult to communicate the disease to them, 
M. Auzias fell into the error of thinking that the more numerous 
the ulcerations, the feebler was the development of the later 
ones ; and this descending scale seemed to him so marked, that 
he at last fancied that the animals had become proof against 
any further infection, and he forthwith looked upon them as 
being syphilized. ‘The fact being thus construed into a kind of 
saturation, M. Auzias bethought himself that perhaps the 
same saturation might be effected in man; and in the experi- 
ments which he now began upon human beings, he relied both 
upon the supposed immunity observed in animals, and upon 
another fact which had been noticed and made public by M. de 
Castelnau, the editor of the Gazette des Hépitaux. This was no 
less than a species of saturation, or immunity, which the latter 
surgeon had observed among the prostitutes under treatment at 
the establishment of St. Lazare, to which all diseased women 
of that description are obliged to repair. M. de Castelnau had 
found that such of these unfortunate women who had frequently 
suffered from syphilis had at last become refractory to infection, 
and were even sought after on that account. The expression 
‘frequently suffered from syphilis’ must necessarily mean that 
these women had gone through the various stages of the 
disease, and as they were all the time suffering’ from one and 
the same constitutional syphilis, they were zpso facto refractory 
to infection. Why they should be sought after for that reason 
seems extraordinary to us now, as we understand that although 
they were themselves proof against infection, they were still 
perfectly capable of transmitting the malady to others. 

Now, upon these facts, which were, to say the least of them, 
anything but established, and vaguely and unsatisfactorily 
described, M. Auzias boldly began to inoculate purulent 
matter from chancres upon both healthy and diseased subjects. 

In refuting an assertion made by some of M, Auzias Turenne’s 
supporters, Victor de Méric writes: ‘They say that Hunter 
and Ricord made inoculations on a large scale, and that the 
new doctrine is merely an offset of Hunter’s school. Nothing, 
however, can be more erroneous, for everyone knows that 
inoculations were made both by the English and French 
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surgeons upon persons alveady affected with syphilis, and with 
the purulent matter secreted by their own sores. Patients 
could, in this way, not be any worse off from the experiments 
which were instituted; and comparing the odious method of 
implanting syphilis upon perfectly healthy or slightly affected 
individuals with the scientific and prudent inoculations of 
Hunter and Ricord is perfectly unjustifiable.’ 

So extensively multiplied did inoculations become, both on 
healthy and diseased subjects, that M. Auzias asserted having 
tried his method upon more than 300 patients, seventeen of 
whom were, according to his statement, completely syphilized, 
and insusceptible of taking either gonorrhcea or chancre. 
These were, however, mere assertions, and no cases or facts 
were brought before the profession, except such as are of so 
melancholy and mischievous a description as to attach the 
greatest blame on the operators. 

M. Auzias was nevertheless so emboldened by his pseudo- 
success, that he applied to the Chief Commissioner of Police 
for permission to carry on his experiments at the hospital for 
prostitutes. The Commissioner asked the Academy of Medi- 
cine to appoint a committee to report upon the doctrine of 
syphilization, and to advise him how to act; this report was 
presented to the Commissioner, and the conclusion of the 
document was as follows: 

‘The committee are unanimously of opinion that M. Auzias 
Turenne should not be authorized to practise syphilization in 
any public institution. 

‘Signed by Messrs. Me.ier (chairman), Ricorp, Denis, 
Conneau ; Marcuat (DE Catv), secretary.’ 

Thus, M. Auzias Turenne’s theory, although starting on the 
right road, soon branched off into a maze of pernicious and 
harmful doctrine; in the first place, any inoculation producing 
sores in a patient suffering from syphilis being certainly made 
with the virus taken from soft sorés; in the second place, — 
inoculation of syphilis on healthy persons with the view of 
rendering them immune to the malady by the multiplication 
of soft sores upon them is only poisoning individuals with a 
dreadful constitutional disorder which they might have gone 
through life without acquiring. In Victor de Méric’s words: 
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‘Thus, one of the most destructive poisons which afflicts 
mankind, which shows its ,baneful effects on the offspring, 
and which, according to some authors, is hardly ever eradicated, 
is proposed to be artificially infiltrated into human organisms.’ 

M. Sperino, surgeon to the Venereal Hospital at Turin, acting 
on the supposition that M. Auzias Turenne’s communication 
was a brilliant light thrown upon the therapeutics of syphilis, 
began to ‘syphilize,’ as he called it, the female patients of his 
hospital by inoculating them extensively on the abdomen with 
what, from his own description, must have been the virus of 
soft sores, as he says: ‘The pus being always taken from 
chancres in active development, either upon the patient herself 
or upon another.’ It has been proved over and over again 
that the effect of inoculating the discharge from a syphilitic 
chancre on the same individual is nil (I myself demonstrated 
this fact by a series of experiments, which were published 
years ago in the Medical Times and Gazette) ; therefore M. Sperino’s 
experiments may be dismissed with the others as being not only 
useless but also harmful to the patient. 

The only ray of light in all these experiments is given by the 
first idea of M. Auzias Turenne, namely, of implanting syphilis 
in animals, to gradually procure an attenuated virus with which 
to inoculate human beings, and thus produce a very slight attack 
of the malady, which would render the subject immune to the 
disease. There are two great and important reasons against 
such proceedings, and the ray of light disappears much more 
suddenly than it shows itself. The first reason, the lesser, is the 
impossibility of giving animals syphilis; the second, by far the 
more important, is that it would be a crime to inoculate, even 
in an attenuated form, a healthy person with a disease like 
syphilis—a disease which holds its victim for years and years, 
which is handed down from generation to generation, which 
may break out in most severe tertiary symptoms after very 
slight and innocent-looking primaries and secondaries; a very 
consummation which might, for aught we know, be brought 
about by the inoculation of the attenuated virus, were it even 
possible to build it up like vaccinia through animals. 

Some years ago, however, M. Vieviorovsky published the 
results of the treatment of five cases affected with secondary 
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syphilis by injections of the blood-serum of patients suffering 
from tertiary syphilis. Starting with the idea (similar to a 
certain extent to that of M. Diday) that syphilitic patients 
gradually elaborate an antitoxin substance that prevents the 
syphilitic poison from exercising its ulterior action, he was 
anxious to see how serum charged with this antisyphilitic 
substance would act on patients who had recently acquired the 
malady. With the full consent of the patients, M. Vieviorovsky 
withdrew 250 c.c. of blood from the median basilic vein of 
several strong and robust persons suffering from tertiary 
syphilis ; he also employed the placental blood of two lying-in 
women, the subjects of tertiary syphilis. This blood, the 
coagulation of which was aided by the addition of chloride of 
sodium, was sterilized, then passed through a Chamberland’s 
filter and finally sealed up in tubes containing 10 c.c. each. 

It was injected into the subcutaneous cellular tissue of five 
patients who exhibited primary or secondary syphilitic mani- 
festations. 

Without wishing to come to a definite conclusion with 
regard to the action of the serum, M. Vieviorovsky gives the 
following résumé of the results : 

‘The wyections of serum produce a vapid improvement in the 
general state of the patients, who, under its influence, feel better 
and stronger. The subjective pains disappear and the sleep is 
better and more natural. Three of the patients who were 
weighed before the injections gained in five days, the first 
64, the second 2? and the third 4 pounds. 

‘The injections had an undoubted action in the disappearance of the 
syphilitic manifestations. The primary lesions healed up with 
simple dressing. (It stands to reason that no local or specific 
treatment was employed.) Induration quickly subsided. 

‘ Roseola (papular) visibly faded after one or two injections; 
after from three to five it had altogether disappeared in three 
cases. The general papular and miliary roseola of the neck, 
the body and the extremities had faded in eleven or twelve 
days after five injections, which left behind considerable pig- 
mentation. 

‘In four cases the oozing hypertrophic papules of the 
scrotum and anal region disappeared after three or four injec- 
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tions. In three cases mucous papules disappeared after three 
or four injections. 

‘In one case iritis developed, but the eye symptoms persisted 
for a considerable time. 

‘The continuation of the injections after the disappearance of the 
local symptoms did not prevent relapses ; these last did not disappear 
under the influence of injections of the same quantity of serum as easily 
as at the beginning of the treatment. Mucous papules are 
especially rebellious to treatment.’ 

The deductions, though undoubtedly honest, are certainly 
not convincing, as the same results could be brought about by 
the ordinary treatment, and in nearly all cases by no treatment 
at all. Moreover, M. Vieviorovsky does not pretend that the 
blood serum he injects has any effect towards warding off 
tertiary symptoms, or even modifying them if they did appear, 
and this, after all, is the object of all treatment of syphilis. 

More recently various experiments have been made with 
the blood serum of animals in the hope of conferring immunity 
to velapse in the cases of persons already affected with primary 
or secondary syphilis, on the theory that animals are refrac- 
tory to the disease, owing to there being found in their blood 
chemical and other substances, by contact with which the 
supposed microbes of syphilis or their products are destroyed. 
These experiments were carried out by Kollmann, Feulard, 
Tommasoli, Mazza de Cagliari, and others, and certainly 
proved that the treatment was undoubtedly of benefit to the 
general health, but none of these distinguished men pretended 
to have solved the question of the cure of the disease or of 
immunity against a new infection. Still, the method seems to 
me worthy of our serious consideration, as it does not aim at 
inoculating healthy people, but merely at exercising a cura- 
tive effect on symptoms of syphilis, being therefore applied 
only to persons already affected with manifestations of the 
disease. 

Another question then presented itself as to whether it would 
be possible to modify the blood of animals by injecting the 
microbes of syphilis in the same way as antidiphtheritic serum 
has been prepared; but against this is the fact that the micro- 
organism of syphilis is unknown. It was, however, proposed 
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to inject serum direct from syphilitic patients, the method thus 
closely resembling that proposed by M. Diday. 

Various experiments on these lines were made by Pellizari, 
who injected syphilitics with the serum of others, some tertiary, 
some secondary; by Richet and Héricourt, who used the serum 
of animals (dog and ass), inoculated with the blood of syphilitic 
patients; and by Mazza de Cagliari, who employed in the same 
manner serum from goats. The results of these inoculations 
were said to be encouraging in the few cases recorded, by the 
fact of the treatment having, in the two cases of Richet’s and 
Héricourt’s, caused symptoms to subside which had previously 
resisted specific treatment. No harm could result from an 
extensive trial of the method, because, as I said before, it does 
not aim at inoculating healthy persons; and, as Dr. Paul 
Raymond remarked, ‘the idea underlying the practice being 
scientific, it is not unreasonable to look forward to practical 
results of supreme importance.’ We must remember, how- 
ever, that as far as we yet know, all these methods are only 
relied on to modify symptoms, not to cure the disease. 

I am afraid, however, that any project of serum therapy in 
the direction of immunizing healthy persons against syphilis 
had perhaps better be left severely alone, but all our efforts 
should be brought to bear to prevent the possibility of the 
malady being acquired, and the first step in this direction is to 
enforce the Contagious Diseases Acts in our garrison towns 
and seaports, everywhere, in fact, where large numbers of 
young unmarried men are collected. London itself is too vast 
a city for the successful application of these Acts, but, as I said 
before, what is required in the Metropolis is a large central 
venereal hospital for women, where prostitutes can be received 
as in-patients and kindly treated. 


CHAPTER XV 


CONTAGIOUS DISEASES AOTS 


In approaching the subject of the Contagious Diseases Acts, I 
wish it to be distinctly understood that what I urge with 
regard to them is dictated in a broad medical view by a wish 
to mitigate as much as possible the ravages of a dreadful 
scourge, syphilis, and that I put aside the sentimental, moral 
and religious side of the question. By the sentimental I mean 
the well-worn outcry of the liberty of the subject ; by the 
moral the thought that by freeing prostitutes as much as 
possible from venereal disease, we should be encouraging men 
to commit an immoral act and therefore a sin ; by the religious 
the dictum that I heard emanate from a clergyman that 
venereal diseases were the wages of sin. 

The first of these arguments used by the opponents of the 
Contagious Diseases Acts is manifestly untenable in these days 
of notification. Few of those who inveigh against the com- 
pulsory examination of prostitutes have the courage to avow 
the two latter opinions, which, however, when brought forward, 
I always treat with respect, though I cannot endorse them. 
Statistics constitute another argument often brought forward 
on both sides. I think the quotation of statistics should 
always be regarded with a certain amount of suspicion, as it is 
so easy to twist and turn them according to the views they are 
intended to prove. 

Now, if our endeavours to battle with venereal disease, 
and more especially with syphilis, are honest, and have for aim 
the benefit of humanity in general without any avvicre pensée, 
it is evident that we must strike at the root—the fons et origo— 
of these diseases. That root, it cannot be denied, is prostitu- 
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tion, and prostitution is a necessary evil. Sweep prostitution 
as clean as possible of venereal diseases, and the first step 
towards their ultimate eradication is gained. It might take a 
century, two centuries—more, perhaps—but with such an end 
in view we are justified in ignoring all sentimental opposition, 
and insisting on the means being taken which to every 
straightforward and unbiassed mind must be the only possible 
way of safeguarding humanity from the scourge of syphilis. 
As a parallel, we look to the state of the drinking-water in an 
epidemic of typhoid fever. 

I am quite aware of the great difficulties to be encountered 
in the endeavour to protect our fellow-creatures from venereal 
disease. We live in. the age of the ‘anti,’ which, unfortu- 
nately, flourishes in a magnificent medium of hysterical 
pabulum constantly fed on the nervous irritability engen- 
dered by the pace which has to be kept up in the race for 
existence. Besides, one great thing nowadays is notoriety, and 
this is so easily acquired by the ‘anti’ individual. Whether 
such notoriety is enviable opens up quite another question, 
but the notoriety itself is so much more readily showered 
down on the opponents of any scheme to benefit humanity 
than on those who work straightforwardly and honestly 
towards the realization of measures of reform or of any 
great discovery. 

We have only to turn to vaccination and _ vivisection. 
Is_a labouring man praised for safeguarding his children 
against small-pox by having them vaccinated? Of course not, 
is the answer. Why should a man be praised for doing a 
sensible thing, founded on what is known to be the result of a 
great discovery, and which is vouched for by all scientific 
men? Quite so; but let us glance at the other side—the 
vevers de la médaille. The poor silly labourer, led on by those 
more silly than himself—for the certain amount of education 
the latter have received ought to teach them at any rate to be 
logical—poses as a hero at the police-court when he comes 
to demand, on conscientious objections—save the mark! 
—an exemption certificate for his unfortunate baby; and 
this the magistrate, however unwillingly, is obliged to give 
him, owing to our legislators having been guided by an 
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absurd little anti-craze which ought to have been nipped 
in the bud. 

Again, with regard to vivisection, would not any member 
of the ‘anti’ set, when affected with an abscess or tumour of 
the brain, be willing to benefit by the fact, due to vivisec- 
tion, of the surgeon being able to localize that abscess or 
tumour? 

It is sad to think that these two ‘antis’ are worked under 
cover of the perversion of two very noble sentiments: liberty 
of the subject, and prevention of cruelty to animals. The liberty 
(especially of speech) of the present day seems to me to be 
the power of a small, notoriety-seeking minority to worry and 
browbeat a large majority of partly careless, partly chivalrous 
men who disdain to use the same weapons as their opponents. 
As to cruelty to animals, what cruelty is there in experimenting 
on an animal completely anzsthetized, and whose sleep is only 
ended by the sleep of death? We might as well stigmatize 
as cruelty to animals killing a sheep for human food. 

My readers will perhaps think I am wandering far from the 
Contagious Diseases Acts, but I have only expatiated on these 
various ‘antis’ because all the anti-movements are tarred with 
the same brush, and the anti-Contagious Diseases Acts 
individual will in all probability be a member of the other 
‘anti’ bands. 

To return, however, to these Acts. 

I recommend that in all our garrison towns and seaports 
any woman known as a prostitute should be subjected to a 
weekly medical examination, and, if found suffering from 
venereal disease, should be detained in hospital until at least 
all the outward and visible signs of the disease are cured. I 
would not advocate the examination to be made at the police- 
station, but at the hospital itself, where the women would go 
without any compulsion whatever were they certain of kind 
treatment. Such a happy result certainly could not be ob- 
tained at the beginning, and the women who did not attend 
regularly would have to be warned by the police or by officials 
specially detailed, and if they still failed to present themselves 
at the hospital for examination, they could be summoned and 
fined. Cases of this kind would be found more and more rare 
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as month succeeded month, for I repeat that the women would 
soon discover that it was to their own interest to go to the 
hospital, always with the proviso that in the institution they 
were kindly treated, and looked upon, not as pariahs, their 
calling being always thrown in their faces, but as ordinary 
patients. 

The application of compulsory examination of prostitutes 
to London would be very difficult, not only because the 
dimensions of the Metropolis are so vast, but also because 
venereal diseases are not only disseminated by the lower class 
of prostitutes—viz., those who walk the streets—but also by a 
large number of women who frequent many places of enter- 
tainment in order to ply their calling—a fact which the law 
winks at by retiring behind the dictum of the police asserting 
that the morality of the establishment is as white as the driven 
snow—the same law, by the way, which is so stern and 
horrified with what is miscalled a ‘ disorderly house.’ There 
is yet another kind of prostitute in London, again of a still 
higher grade, and that is the lady who drives in her brougham 
or victoria, and who is equally liable to disseminate venereal 
disease, especially syphilis ; but she is not so dangerous in this 
way as the others, and if she does contaminate her clients, 
it is generally through ignorance that she herself has been 
inoculated with syphilis, as I must say for her that if she has 
the slightest suspicion of having acquired any venereal disease, 

he will at once fly to a doctor. How different the women in 

the first two categories! They cannot afford to lie up and 
follow a treatment, they cannot afford to cease their calling, 
therefore the way they sow venereal diseases broadcast is 
simply appalling. It is for them I should wish to see a 
large venereal hospital in or near London, where they could 
be received as in-patients and kindly treated, as I must repeat, 
and repeat again, that without kind and gentle treatment it 
would be impossible to get these unfortunate creatures to go 
to such an institution. 

It may be probably gathered from my words that I do not 
advocate the application of the Contagious Diseases Acts 
according to the strict letter of the law. Well, perhaps not, 
for I would have laws applied to prostitutes for the benefit of 
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humanity, but with none of the gross abuses which in some 
other countries have caused the application of the regulations 
for prostitutes to be a stain on the community and a disgrace 
to the streets. I would have no arrests in the streets; no 
shadowing women on suspicion; no men specially told off for 
the work, who might emulate the doings of the police des meurs. 
Surely, in a garrison town or seaport, it is not very difficult to 
find out if a woman is a prostitute, and to leave at her door 
a summons either to go to the hospital for examination or to 
appear before a special magistrate to show that she did not 
earn her living by prostitution. The system might not work 
smoothly at first, but 1 am certain that, always providing the 
women were kindly treated at the hospital, the necessity of 
summons or magistrate would disappear, and these unfortunates 
would only be too glad to go to the hospital of their own 
free will. 

I would have no cards of health given to the women; I 
would have no special regulations laid down for their dress, 
and for their conduct in the streets. Did they misbehave them- 
selves out of doors, they should be dealt with, not as prostitutes, 
but as ordinary disorderly persons; this would cover the 
nuisance of persistent accosting which is so rampant in some 
of our thoroughfares. 

Persons are taken up for begging, therefore women should 
be taken up for annoying with solicitation, which, after all, 
is but another form of begging; and let it be remembered 
that the mendicity officer does not require the evidence 
of the person from whom alms were asked, so a detective 
should not require the evidence of the man annoyed by the 
persistence of the prostitute. Again, it is not necessary for 
the person pestered by a beggar to lodge a complaint with 
the nearest police-officer, therefore it should not be necessary 
for a man pestered by the solicitation of a prostitute to 
formulate his objection to a proceeding which must be per- 
fectly plain to any passing detective. 

All these points, although seemingly outside the medical 
aspect of the Contagious Diseases Acts, form, nevertheless, most 
important corollaries to the great question of minimizing, and 
possibly preventing, the ravages of venereal diseases. 
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To recapitulate, then: 

I advocate the application of the Contagious Diseases Acts, 
in the slightly modified form I have indicated, to all garrison 
towns and seaports in Great Britain and the Colonies. 

For London, and for large towns such as Manchester, 
Liverpool, and Birmingham, I advocate the construction of a 
large venereal hospital (to which unfortunates would cer- 
tainly go if they were kindly treated), with the application to 
prostitutes of the ordinary laws with regard to begging and to 
annoyance. 
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